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THEORY 'MD PRACTICE IN HEALTH EDUCATION g A SYNTHESIS 



The reason for 'our mqet^ng here for tl?ese two days is hot pnly to 
payy tribute '^to Dorcfbhy Nyswander and her contributions 'to health 
educatioa. We! are here also to, give impetus to her long-time con- 
cern with the. theoretical "base of health Education and its practice. 
Towards the reeilization of this latter goal , the' Planning Committee 
Invited a number ^of Dorothy's former students and health education^ 
leaders' t.o sulimit papers on a theoretical issue of interest t.o - 
them, or one on w^iich they have yeen recently working. It was^ felt 
that tBirough such i^apers the new problems and concepts with 'Which . 
colleagues are concerned* could be shared with other symposium 
.participants and" would provide useful resource^ materials for our 
dis^ssions following this session. ^ 

^ ^' ^ f ^ ... 

Seve|iteen papers werq submitted. They havfe been reproduced in the 
symposium documenit which each of you^has received. I believe air 
c^f yau T^rjio have bad a chance to read them will^ agree on, their con- 
sistent high quality. That feature, in and of itself, is &\tribute 
tb- Dorothy for wW all taiow th^ high standards she sets for herself. 
Her concern for quality mugt pe contagious , causing each of us to 
try tojio our best. ' Further:piore , the papers -are an* outstanding 
g-chieve^^ent when one cohsiders the short time*^ allowed between the 
requests ""fol- them, and the deadline for their submission. And, in 
passing, I want to express the §,incere appreciation of the Commit- 
tee to tlie^voluntar;^ c^S'ntributprs for' making this aspect, of the 
Symposium.a highly prof essio-nal one. ^ ' ' . 



The teCsk assigned to me for today is to highlight some of the 
features of these papers and their relevance for health d'ducation 
practice; , » « 



1^ 



The first -outstanding characteristic that occurred to me was* their 
wide diversity^, yet dll within %he legitimate are a^^ of health 
education. The variety applies not only to^the range of subject 
matter but also to the scope of pi?ograms in which health education 
has made--and is making — a contribution. It also reflects a wide 
repertory of skills^which our present-day practitioners have -ac- 
quired and are using in their day-to-day operations'. For examplfe, 
the papers include such' subjects as health education in the 
medical aa:re • setting, community organization, educational diag- 
nosis and the elements that go into it : prog:!;:am planning, im- 
plementation and -research, methodology. Several papers examine [ 
various theoretical concepts ^d their applicability to health' 
education practice. ^. 



The 'work situations of the contributors also cover a .wide span. 
They include working in primitive cultures ^ training, fanjily 
planning, medical care, research and teaching 'in colleges and 
universities. Examples of 'the vart-ety cOf skills stre behavioural 
science analytical alD il it ies, planning, interviewing, leadership, 
evaluation, administration and research, etc. How "much s^^mpler 
it was in the old days when Dorothy was Just st€La;ting in the 
fifeldl It makes me feel the need for some in-service educations- 
how about you? . * 



A -second characteristic common. to the papers was'the emphasis on 
people and the. predominant position they play in the decisions " ^ 
about their o>m health actions. Thia idea was expressed in many 
forms. • ' . * ^ 

D'Onofrio mentions the need for "long range people-oriented" methods 
and emphasizjes' that involvement "of people in problem-solving to 
facilitate learning soad, change"-has long been the technique of 
health 'educktors. , But this method is far from being accebted.by 
ijany other professional workers who are fascinated by the media 
and committed to a systems approach with its^alleg^d "organiza- 
tional efficiency, effectiveness and accountability"— in short, 
"the input — -output mentality." , . * ; ' 

-Kawata and Miyasaka in th^ir review of American literature on ' 
Community Organization for the p^ast twenty-fiv^ years emphasize 

.the important role of people paarbicipatirig in problem solving, 
communijby planning, self-lielp arid cooi)eration among themselves. 

Soong states vthat "by ifivolyirig pj^ple in plan^hing change, resis- 
tance to new ideas can be re^ducea;" ' so does Mkthews when she 
writes, "Man appears reasonably skillful in resisting the efforts 
^of otihers to change his behavior unless^ he understands, consents 
and participates in 'the endeavor." Keneally emphasizes the con- 
cept by assortipg that he is "more concerned in developing partici- 
pation of the^ Indian population in programs that affect thedr 
health and/or are health-related" than in. improving Indian health 
behavior. • , • 



The importance of people i^ couched in this quotation from Reynolds. 

"Change agents must consciously accept tfie responsibility t6 under- 
lie mine "those elements of socie^ty which lead to oppression and the ^ 
• ' de'struction of human "dignity . " ' 



Althougtf not explicitly stated, many other *p0.pers imply 'the impo'r- 
tance^of the people and their participation in problem identifica- 
tion and decision-making. Some of these implications are expressed 



in criticism, of authoritarian ^ppi=oaches 'or thB» xxse of any manipula 
t\on a's a health goal or procedure "by .stating, "The individual must 
be able to manipulate the system and hp-^'te manipulated "by i't*" 

-A third cojtmnqn. ch^aract eristic of the papers is the emphasis on 
precis,ion in the deline^ation and -analysis ofl what^ever aspects of 
health^du'cation are.i-inder consideration, . Let us look at some of 
t^ese# ^ ■ « ' . . - 

. . 'a ' 

M ■ % 

The vay :^^xirhich health education has "bi^en defined was exami^ied 
Explicitly "by two of the pajJers . Klerman considers former defini- 
tions as tod inadequate include all the phenomena that ha(ve a 
bearing pn peoplfe'^ health beh&v;Lor. Mathews goei^ .fizrther an^ 
suggests that even health behavior is too lifnitin^-in its concepts 
^and-suggests tjae term "health-related behavior-chai;ige" asljeing 
t*he focus of health educa1:ion. ^She fiJjrther- points out that "it is 
.difficult, if not impossible, to iden-MLfy any human behavior that^^ 
is not ppter^tially health related in- one way or another." Siie * 
distinguishes the heW-th behavior that most of. us haV^e talked- \ ' 
about, in the past as being b^avior motivated by a health goal 
and. other health-related beha'v;J.or as being moti^ted bjf factors ' 
other than a concern about health. . ♦ ' 

« . • • • " 

In the past we practitioners have not been^ too concerned with an 
exact definition of health education. But. quest ioning^he 
adequacy of sUcH' definitions as do exist and proposil^ mt)re pre-- 
6ise on^s broadens one's view tDf the 'are as^ with which health l % 
educators -should be concerned. This extension of the interesjbs 
of health ediicators to other goaljS .than the strictly ^health as- 
pects of livi^g^ reTlects the-phiiosophy e^spoused so eloquently by 
Dorothy" in her paper, "The Open Society." ^ 



In our Jgroup^'' discussions we may wish' to examine these expansions 
of concerns and what they mean tQ^the practice of*health education. 
Will they make our efforts more useful to society or will our 

efforts become so diffuse they will have' no impact? - 

» ■ ■ . ,. 

- ■ ■ . ~ ' > 'i ■ ' 

Several of the papers point put the need to be more precise in- 
defining the educatio'nal -problem and in diagnosn?hg the cauises . <5: 
affeSting the individual or group behavior 1 D'Onofrib st.ates the 
importance of ^ssistin^g health prb^rara "planners to' define more 
preci^ply' the specific responses deeded fr6m people in ordfer to 
prevent', control or minimize'the health problem under sfudy." 



Dcfak recounts the situation where the problem was seen* by medical 
specialists as "the education of physicians and allied health ' 
{)erson»nel on the' subject of hypertensive crises . When this pne 



.problem' was def-ined more precisely, four problems- were delineated.. . 
They ire re ^'changing the physician 's attitude toward, delegating 
responsibility to allied health personnel," eELmlnating old and . 
out«a-dated , concepts''^ about drug u$age for hypert.ensive patients ,t?. ^„ 
introducing new knowledge about modern' dr]Lig utilization, improving 
diagnostic ^skill * in management of emergencies in hypertension J^ .- 
This* analytical differentiation-helped to improve' the specificity 
of method lised :^o salve the perceived simple problemT- \ * ^ 

The imp'ortance of ;iprecision ija considering all the fadtTors thg.t,. ■ - 
enter intg the diagnosis of -people's p'resent behavior was touched 
on by^ several of the^papers. Kar proposes | four categories, of ^* " 
determinants of behavior , termed lisub-'feyst ems which Should'be con- 
•sidered- in diagnosing the reasons^, for people ' s preseYit behavior. * 
These are*: "l) cul'feUral and political , 2) social^structu'ral and ^ 
economic^, 3) social psych'olo^ic'al 'and. Intra-personal and ^) environ 
mental and situational." Mathews stresses (g.7) that not only 
are yperceptions j^needs '•and actions, of target individuals" neces*- * 
saty to the planning of cliangej but also "all the ^I'orces eirternal/ 
to 'individuals that may facilitate or impede favdrab'le changes in' 
health-related behavior." ' ■ ' 



Doak, on up'drating a set of principles Nyswander put fortli t-^o decade 
(►ago, provides illustrations that "perceptions of .the learner'are 
essential data to »bb -used in diagnosis and a^ogram planning." 
Her vignette of experiences in the' medic^ care area indicated the 
universality of "the need ta take account of the perceptions of <the* - 
learner i^ diagnosing causes of present behaviol* and plainfiing for 
behavior change.^ % • 



Reynoltis points out that the ways each individual -views himself 
and the world (from his own^ unique position) are essential data 
in planned change. padelf:J.nger u'Ses a psychological cost-reward 
analysis frame;work to indicate the individuals perception of the 
comparative level of reward that wouid resilLt from any specified 
health ^or other behavior. .Both of thesfe letter -papers indicate 
the complexity of human behavior and give detailed insights into 
some of its determinants as delineated by Kar-. ■ V 

: ■ " ■ '■ . ^ , ... ; ' 

The ne^ds for precision ^in;the kirjds of data*obtained -through test 
instruments is poin*bed out by*Krishnaniurty,i.Fodor and Glass. They ^ 
propose, a practi.cal method to' determine what^ test, items are needed 
and* to demonstrate how Iji^e method applies in venereal disease ^ . 
educatiori. liheir emphasis on the decision that the yo«ing must ^ 
mak^ and the s'^pecific information and attitudes .these yOuths' need 
for each decision forcefully illustrate the importance of" precision 
•in healfih education di'agnosis. ' / 



1 



The, paperd 'also emphfasized* the need to "be precise in tj:ie^way the 
programs ar^ planned^ and theApethods that ^ are .used. • All t*be papers 
st^ate,«5or imply,/ that health edueatiqn is a process in which. t'l;ie ; 
tonSiimer plays a major*" role.. Keneally, Soong,, D'Onofrio and Doajt . 
specifically mention that the planning prQces's is a potent^ e'duca- ^^ 
:tiWal method to facilitate learning and j?hange. 'Doak elaborates 
'ci?i this process as- i^t applies in medical care.^ She emphasizes a 
pornt*made "by Dor&thy in an earlier* paper — tha:V ~th^ "pers.onality 
needa, pe^ceiv^d threats and protectiye reactions" of' the people^ 
involv.ed is an essential ^element to "be considered in program 
-planniiig. Reynolds and Radelfinger go into consi'derable depth 
on the Ji^^ling tone of ^cons-umers in ti^eir ' interkctioii with health 
personnel j;-,QJid hov failUre\to taite.into account the perceptions 
.of the cli^ftt-'toTisumei;^ can easily thwart* the result^s from physio--^ 
logical treat^iisnts.^ . ' ^ . • 



Kar develops five models of intervention method ,^nd indicates 
the precise (fbndit^.bn's &ider yhich each should "be employed; 

Manj^'Of' us have , thought' 'of 'group dynaijiics; as embracing procedures 
to improve th^ relation^ -b peoplp a^d facilitate chan^. 

But Riss and Mico point tischnologies of group training 

need tp be v^aried acc^r^ifeg t^ the' goals 6f the training. They 
specific more preciselj^ 'individual change, or pe3?Sonal -growth , 

^organizations^! develo;^m^nt/'aiid board training are three distinc- 
tive trainisngl goals arid require . specific competences and skills 
for^each situation. .'^ * 

'' ■:■[ ' \ * ■ [--^ \ % 

The pre^i^e .analysis ikvolved in program ^planning leads many of 
•the contributore to eii^has4.ze the j)bssib,le negative .effects of the 
way in -^fhick health services are given. They, therefore, stress 
the neecfito educate the .providers, of hegLlth care as well-' as the 
recipients/ Siin^ds writes, "Health ^education must be planned 
and carried out^ among the major proyS/ders 'who have respo-nsibilities 
for the health of the population." is more emphatic with 

"The public health educa!tor who feels .€|iat continuing education 
is a separate field iiarrows the focus and inteirupts the continuity 
of the educational/^ycle. The^ danger lies 4n that the health 
educator iriAy/^top^short of where the action may need to occur, 
the health cWe' provider." Klerman, writing about family planning 
says $he w•ants^no paart of -health education in t^at i^rograin "if the 
h^ealth educator ' s^ task*' is" limited to' indivi^dual. counseling and 
^pup discussions' and is hot aj-so responsible for de^termining that 
'the clinics are run by sympathetic staff , are* easily accessible 
and have adecj^ate supplies." She also believes administrators 
and:'clihfciang|need '"prodding'S^education) from health educators 
'to take* care of these matters. *^ 



Reynolds, Radelfinger , D'Onof rio , Kar, Soo^ig and Keheally all implj 
tine need for edx^cation Of the providers of health s-ervices by 



descri'bing soine'»of' their perceptions of the professionals which > 
are^at odds with those of the rec|.piients of service. ^ ' ' ■ 

Although many of ug in the past have worked -to make services more^ - 
aqceptable an^ satisfying to the public,- we never explicitly t"aiked 
about "educating the, provider. " We liave come a long\wa;^\ But ^ » 
acceptance o'f this^esponsihility implies some uniqueN^ilfls and 
methods which ^ou may wish to discuss in some of your group^. • 

Evaluation is another a:r^a in<,^ which the papers provide more precise 
analysis. ^Health educators have long eictolled the value of evalu- 
ation but,, other thaipi Mpservipe and ja few publicatiojis on its 
importance*", g,s Klerman poin$s^0ut, the /i^&mber of evaluative re- 
ports is^ quite ^ small V, ^ NeVb'rtheles*? , Figl-^Calamanca, Doak .anA 
Kle^rman* all. state there is a high current interest in evaluation. 
In fact ,*, Doak suggests t^h^t ."the risks lie more in the concept* 
(evaluation) being oversold than in stimulating interest in the - 
subject.*'* '"^ong soijie a(^piimstrators. and' woi^cers the slogan is', . 
/'Let* s evaluate everythii;jg." There -J. s a great .danger of unrealis-_ 
tic expectations among i^^ie medical group of wjiat health ei^xic-ators ^ 
can do in Valuation. <, \* <,> - . 



Klermam, Figa-Talamanca and Do^ are in agreement on the principles ^ 
enunciated by Nyswander in 1956 that "Evaluation of educational 
prograMs and methods by stfi,ff provides a supp9rting structure" for'" 
introducing ch^ges in content and methods" — in other words , a- pro- 
cedure which "permits mid-coul*se^ corrections." But as Figd-^Talamanca 
waras^, others may think of ^valuation as havir^g quite a different ♦ 
purpose, partijCulafly tho^e perceive it ap concerneci exclusively 
with the outcoMes of a^ educa^onal ptrogram,' or the 'effectiveness 
of a single method:; — Rewrites, ^Unless ..... evaluative findings'.- 
are stated with -§tppropriate caution, there is potential danger for- 
misinterpretation and'^abuse. " ". . . 1 .ivaluative- research findings- . 
ca» be a powerful instrument in the hl^ids of tl;ie decision-makers, 
and politicians" — particularly those who wish to reduce resources 
allocated to education. D'Onofrio implies the same precautions, 
when She states "that 'increasing administrative reliance on com- 
puterized data processing, cost-accounting, and neatly Pert-e4, o 
program flow charts .... .'influenp^e r\otibns o£ h^ educational pro- . 
grams ought^to be conducted" dnd "since adciinist-rators control thie''H 
purse' strings .health educators often tind tjiemselves defen- 

sive in (justifying process evaluatiV*? activities and) the need for 
multi-faceted, long-range, people-ariented educational approaches." 



Klerman takes issue with the limited- perspective .that some evalu- 
ative eff orx^^ have ^sed in which they consider cSily , "the health 
education aspects of the program" and insists that health educators , 
^must be qonc^erned with tfie planning of all aspects of the program 
•and its administlfetion from the point of view of the user" and not 
just with the explic if educational efforts.. In' her words, ^ - ; 



"JSiualy^ing in terms of the client only, r&.ther, than also looking 
^t - the provider, hab contributed to' the negative result 9 o.f^ a^ 
jaajority of evaluations of healtlj education efforts;" ' ^ 
.'• *• .* * 

In Figa-TalamariQa's contribution on^.training, she acknowledges^* 
the^sual dic^tum of the ne^ed for '^explicit statement ^f goals in. . 
beh^Y^ral and , measurable tems." But she points out that most 
training go^s are va^ue just as ^re many of our other truly 
edu(^t-ional goals such .as/"helping others to 'help theipselves and 
in-achiev^ing those objectives which, triey themse'lves have selected." 
(D'Onofrio) ^. ^ \ ' /' ' / v. , .0 

Despite the vagueness pf the "^goals- of training, 'Figa-Taiamanca . ; . 
specified six' phases of .a' training prograia atod drew up a dej:ailed ^ 
schema of wfiat should be evaluated in eaclh phase — the'type of ' data ^ 
that would be needed, the source of J:he .data, how. they would be v 
collected, the use to be made of .the information once it was 
g^heredi^ andj^ the skills needed to perfoiiii' the n.ecessary evaludltion. 

■This precise schema suggested to me fhat we need to do more jof^this ^» 
kind of analysis % connection with all ''the various ^^educational 

. funitions we undertaice. Perhaps for each of the practical subjects ; 
jfou -discuss, you may. wish to analyze the dimen'sions .of the .program 
that could'be subjectecj to various kinds of .evalij^ation. 

' " ' . /-^ • . ^ ■* ■ 

•On^Ly one paper-^Mullen' s' and Reynolds'—was devoted ^xclu9ively to 
research. Others— Kar* s and Mathews* to name two — discuss areas 
of investigation. But Mullen and Reynolds concentrate on a des- 
cription' of comparative analysi*s or **gro]jnded"th^ory"* as a'Aiseful 
method of research -for health educatton. It,ii essentially an 
indoictive method concerned with "the integration and extension 
of theo;ry"-^ avoiding a "preconceived theoretical framework" into 
which those who are being studied must fit and permitting ^ relation-^ 
ships to emerge from the statements of the subjects. The, elements ' 
involved in comparative analysis ate -described^ and its methods 
and 'outcomes contrasted with the usual behayioral science approaches 
to research as mentioned by Kar and implied in the areas of inquiry 
described by'Mathews". .Those of you who are intiy.gue(i by the 
techniques of comparative analysi's may wisli to delve further into 
this subject by reading some of the reference given in the.. 

, Mullen-Reynolds paper. % , . ^ , . J, 

• . • . ^ V 

One aspe9t of health educatii^n to which many of us have not gi^en 
the attention it deserves is ^the kind of admioi sip 2;:^tive framework 
that shoul4^ developed to support and implement sound educa- 
tional pro^^. Simonds has laid out a .compreher>sive administrative 
design for /health "education throughout the^obuntry. He outlines 
four settings from which health education" leadership might flow. 
They aire: l) " educational iftstitutions,, -2) health " organizations , 
3) health care facilities, and U) media organiza.tions . indicates, 
that health* education in these jottings should function on loCal^ 
regional, state- and national levels of government. . I, suggest .you 



consiider '.hoT^ such an adminis1>rative frame^'fork would'' facilitate 
your own activities and what administrative changes n^ght "b^^ . 
required within your grganiz'ation to fit into ^the scheme outlined.- 
Also, what changes you would suggest in th^ desigp he has developed. 

Up to now.^ I have discusse'd the increased emphjagis on .precision in 
analyzing each phase "of educational interv^tic^ and conoepts to .o 
"be considered in the analysis of the education tran5acti6n. One 
whitih I have not, mentioned is the factor of relative status between 
the educator and the individuals or groups he is Isryiog to reach*^ . 
Thj.s concept appee^s ynder yp.rious guises in' several of. the papers. ^ , ;\ 

rNysWander' s' statement of: the prihg-iple as quoted 'bjf Doak is, "The » 
:; social- ^:&i St aii<i^^^ the educator and the group taught ^i,s a. ;^ 

sigiriificaht faotpr^ in edu^ Kbneally describes the- status 

problem as it, has. operated,^ and^cpnti^ues to. operate, in the, Ameijican . 
Indian cultxire. He, along with others, expresses the situation ^ u ' 

\ia terms of power. ' He points out that when "two or more societies 
* confront each^^other tiirough sel^ected members ," tne.>intensity of the 

conflict will be/ increased, as dtteution is pait^'t^o who possesses |^ . *4 
, the power. He describes the "dependency syndrome" as an "outgrowth ' m 

of .the kind* of paternalism" that has characterized ""the long asspci- 
. ' at ion of the Indian people with the dominant cid-t^jare." This fe^^ng- . 
of d^ep^ndency brings with -'it a hopelessness and real ^reluctance 
^o cjiange, 

■ .The s^e phenomehgn is described diff^renily by Reynolds and ^ . 
D^bnofrio". The |^r^er states, "Too often health professional . W 

and' other agents bf^ social changeohave conveyed to the public. 



a clear; statement of value- which- places the professional m a 
position of superior worth." This status differential d.s accen- 

*^bsuated wiierT. social change ageats are dealing with disadvantaged, ^ ' - 
groups. Too often 'the latter etre described, as "apathetic, dis- 
organized or sti^ati^zelf \; ^n other ways as explanations or i'ationali-' ^ f ** 
zations for their inability to ghange the- xionditions of their daily 

' lives or respond to health advice a^id educat] 



D'Onofrio states that technologically-oriented workers ten-^Hi'o 
label people as "hard-to-reach, apathetic or otherwise abnbrmar" 
when their responses to iriformalfi6nal stimijli are not as anticipated. 

Radelfinger- describes this problem as it applies in the sickness- ^ 
}^ole and the doctor-patient relationship. He states , ^**AnySne who 
^hai$ been a patient in some hospitals should be familiar c^rith the 
eniot ion aJL deprivation involved in surrendering one's individuality 
and familiefe' possessions to the imgersonality of the hospital ^gpwn 
and; routine. " This ^certainly reduces one's status and encourages 
s&ependency . Likewise in the doctor-patient relationship "the physician • 
^approaches the/ situation with power, confidence and a high CL^^ 
Cc ompar at ive, level of alternative behavior) " : the patient comes 



^* \ ■ -viii-^^ * ' i3* 



with little choice, • ^ . 

' V , ' ^ ' ' 

'All of these discussic^s of relative status^are primarily concerned 
mth who possesses the control, the power, and the decision-malcing T 
authority, -the purposeswfor which" such power'is utilized, aiid how 
the "balance ofi^power may shifted. This treatment of status raises 
the question — should the present, vogue*' of% cpnsumer .e^ducation "be* more 
concerned with the goal of reducing these^erceptions of control 
an^p6wer than>r±th the substantive material, on the products and\ * 
services people consume? If- the former ,7-then. maybq^ the advice of ^ 
IQerman is ymely: she wri^tes , "More can "be accomplished "by lO'b'by- 
ing arid -mrough the ballot '^ox than by; smalli-Scale health prograiiis/* 

/ # \^ ' ; . ^ . 

Doak considers the Status of the health educator' in the mediaal 
arena. She is quite -optimistic when she sBys , ^*The social distance • 
between the health educator md the physician may be less 'than it* 
^appears," She points -out that credibility of the health educator ; 
derived from coinpetent adaptatrion.of health education principles 
and skills has reducec^ the status- dif fere nti'^d between *physitiai\s 
and heaXth educators, - - 



^Another characteristic of ^^'^a:pers is the emphasis on theory or • 
"the Ways to^ use .theory in Ipe practical implemehtation of programs,^ 
Some fifteen years ago Beryl Roberts, in her SOPHE presidential 
address , pointed out that we -in health education had not been , con- ^« 
sistent in efforts to concep1:uallze the basis'o-f our practice, to . 
document our' experience or to synthesi'^e the research of our pro- 
fessional colleagues inta some theoretical framework :^r^ practice 
and researt^h. That situation has continued to exist,* more or less, 
but^in.my opinion, the contributors to this Symposium have made 
giant strides toward its improvement, Mathews, Mullen and Reynolds 
i,n their oto ways reiterate the diagnosis by Roberts but make ^ 
different contributions towards overcoming -ftjie deficiency* Mathews 
deductively arrives at a theoretical *^qc^e of concerns in health 
education" whtcji she proposes as a coherent and provcfcative ^^ame- 
work to guide research and practice. She also* describes the imp- 
lications of her framework for curriculma design, Mullen and 
Reynolds use the lack of a consistent ll^rehensive and unique 
theory as a basis for describing the aforementioned research strategy 
/which they claim l^^s strong linkages to health (education practice, 

Rejmulds, Radelfinger and Green exaniine some cc^naeptualizations 
an(J research of other ^behavioral scientists and the application 
of .thcir^ formulations in health educati9n, I have already mentioned 
thevJ.nsigh% provided by the analysis of Reynolds and Radelfinger. . 

, ■ r 

0 • . . ■ 

Green examines the diffusion and adoption, of innovations fjDrmula:- 
tion.as it applies in the^ field of smoking. His original paper. 



prepared for the Conferend^ on Applying Beha^y^io'ral Science to • 
Cardiovascular Risk, is much more comprehenjsive in scope than the 
.se/gment included ln^^t4lis document, b^. "because of space limitations 
j>niy part of it appears in the compendium/ He compares -Ehe* dif- ; 
fusion 1 it er at ure^^d general communi cat iton tljeories as they apply 
to change. His -^eatment of the adopti^ of smoking^ as. an innaVaa^ 
•tion that follows the dii'fusion S-shap^, curve /is a fascinating 
research '^finding. It reveals clearly 

sther the ix 
ripns. ^ 



inflTtence regardless of ( 
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impartance of social 
.o^atioji has positive pr 



Althougl^i K£Lr^' s contributior^aight 
leal , his model 'i^or; examinJB^ th^ 




jJt "be la/belled strictly th^oi 
5havi0i*al determinants of family' 
plaxjning behavior and his^various ifnnovation procedures constitute 
a^synthe^is of many theoretical coiicepts jLnto an operating procedure^ 
flis emphasCs on the vjauJr^iple causation of behavior, alst> empha^Bized 
by Mathews, is a scierfEific fact po9 pft fen overlooked in overall 
health prograju planning by adminlptratoi^S and others who influence 
decisions about health. education- 



B'Onofrio gives -particular emphajbis to /this latter* point and then , 
recourlts a most imique use of tip simplj^ SrR bond theory of learning 
in her education of program plai|ner| into 'the complexities 'of the 
health educati^ firocess., ThrbUghout her paper she demonstrates, 
the educational dictum of "B^gim trherej the people are*" By startirig 
;v/ith the more simple theoreticut concei)t and letting others — gfdminis- 
trators and students alike — [dislpover for themselves^ the limitations 

sjlfie affected changes that had not been 
3he summarizes this point by saying 
pjattern for our own practice, ^. ...it 
Question and evaluate the practice of 



of their own formulations, 
po*ssible with other methods 
"theory provides more than 4 
also can serve as^ a tool to 
others." 



Only one paper dealt explici 
change, though several pa;^ei|i 



bly with the ethics of pMnned behavior 
s d&alt with the topic without naming; 



it as such. Kar,* after examining the position of sa^i^^ral authofs' 
vrho have considered the subject, states l^^is ownlDelief that "consTJmer 
participation and informed consent of t^os^-whose jDehavior^ is to 
be changed 'through a planned intervention constitute the two key 
criteria" of ethical decision. - D'Onofrip ^challenges our ethics 
when she questions whether "our approaches are primarily targeted 
to result in health action rather than health education" goals — 
this latter she defines as "helping others' to help themselves in 
achieving .those, objectives which they themselyjss have selected." 
Maybe Reynolds didn't plan that his descript&n of^hi-s job to his 
teenage daughter woulS be used as a statement of ethics, and if 
I miounderctood him, I apologize — bu^; here is what he stated, -perhaps 
all too briefly, in two sentences: ' .' 

15 • . 




1. "Health education as '^community development is 

a subversive activity, and ' . ' 



. 2. . CoHiinunity development is trying to change ^ 
^he world without "brealcing it." ' 

These different statements suggest •that we should accept the 
challenge of Kar that the 'remaining ys^ars of this d^ade "be the 
year^' of Ethical and Value Clarification of tl^e Health Education 
Profi.$ssipn. . ' ^ 

>■ . " ^ . * ■ 

- ; J , ' ■ ' 

These setenteen papers offer a wealth of content. They might have 
been presented to you (by someone elslf^^with different emphasis 
and the inclusion of m'any valuahle ideas I have omitted. The . 
concepts I have chosen derive from my own training and experience— 

backgrouhd has affected Doy synthesis. I recommend your own"" 
reading of the papers. . . , ' * 

K- . ■ . ^ ■ ■ ' ■ V 

1 . , . , ■ . ^- ; 

Before closing, let me depart briefly from, my main taslr and 
malie a few pers'^al observations. Simoinis; wrote in his paper, 
"Health education' is ail i&ea^whose time has come." To Dorothy 
and some of the others of us who have labored long in the pro-- 
fession, it seems ^ long time .c6ming. With Dorothy's and my 
association for more, than four decades , we enjoy r-|Bembering 
what it has been like. These sixteen pap^s have tie In 
common T-nLth the health education literature of the day when 
we came into th.e field year^ ago. They i»€luded no "cookbook" 
recipes on how to do our Jobs with titles such as "Stepping Stones 
to a- Health Council," "Heaith Education of the Public— A Practical 
Manual of Technic," "Ten Ways to Better Booklets," and the like. 



Doak reminds* us that less than twenty years ago jnost health . 
educators were in. local health department s^.^ Look where they are 
tod^yl Indeed , we ^have come a long way . Baby ! , 

I doubt that Dorothy/ in her TdLldest dreams ever ^'conjured up the 
favorable situation in which we find ourselves today, laiow I 
didn't. 



And this poses .the question: . Will health educators meet the challenge? 
\y — ^ >» ■* • . , * 

■~ -v • . . • ■ . •. 

I^believe Dorothy is betting that we will. * 
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CEACTGE AGENT IIT A ]yEDICj\iL PRACTICE. SSTTITO . 




Cecilia Conratii;Doali 5 M,P,H. 



BAQCGROUND . 



Studies of organizations and organizational change ba^e^jbeen re- • * 
ported in the ii-cerature for many yearjs , ahd^ the procisss of plan- 
ning <f or change has "been exaouned from a variety of viewpoints , 
particularly psychologii^al and sociological. It is interesting to 
note, however, that the focus on the factors that may facilitate 
acceptajice of the change agents especially credibili^ty , has not 
been reported to -any extent in the literature • To i!^.lustrate , 
Rogers"^ devotes about two, pages to cliange agent credi^bility in a 
several hundred page volume with most of tjie^da-^i liniited ta ex- 
tension agents working \r±th €6%wnb±^n peasants. ^ 



It seems, highly desirable, therefore , to expl'Qre^^the variety of -T^fays 
in which the health educator as a 'change agent tian btdld credibi^L 
in a setting les-s familiar than the traditional public health *^agtncy. 
tjie medical practice setting* T^ demand for health education ex- 
pertise in the medical practicie 'setting may increase at-, a greater 
rate than tSl© health educat<^r3 may be able to respond to the demand i 
Emj^loyment by J^irpfessional Standard Review OrganizatiOcHS, Health 
Maintenance Organizations , ^private health care review centers, "^s 
well as the more traditional institutions and professional sooieties 
reflects a growing realization of the impact possible through the , 
^application of sound educational principles. , , ^ 

The point of change agent intervention addressed in this paper is 
the medical practice setting', which is^ the continuing medical e due a-, 
tion phase of the lifelong process of learning. This is the phase 
now undergoing sweeping changes. The need for guidance in educa- 
tional competency is obvious. Formerly , .when the efforts in con- 
tinuj^ng medical education were direct^ed toxmrd the production of 
.information, the educator's role was minimal. But now with the focus 
on the application and utilization of knowledge and skills,, the 
educator's role is highly strategic . Of all the changes occurring, 
this most significant one for health educators is the recognition of 
education as a process. 



The process consists of identification of the 



problem, analysis of' 



of an educational 
of the program, and 



what is* needed- to correct 'Jthe problem^ design 
strategy to. sol the proli'leii, imple^ttientation 
the evaluation of results* ^he process, indeed, is identical to. the 
planning and development of educational programs carried out "by 
hgai%h educators for majfiy years. Only the setting of medijcal prac- 
tice is different. The "basic premise is that educa^tion can im- 
prove performance, and through better perform4nae, health care 
improves . 



The recent^ World Health Organization Report e 
orientation ^to continuing education f^or physi 
its import^ce for "maintaining ahd improving 
*to impart knowledge ^^nd, to -spread information' 



mphasizes the problem 
qi*ans , and stresses 



competence, not merely 



PURPOSE OF THIS PAPER 




The purpbseoT tnis ^aper is to 'update the application of the educa* 
tional..prrlncigles cited by Dorothy Nyswander ej.ghteen years ago, 
to illustrate how the technical competency of the health educatbr 
can build credibility in the medical practice setting. Credibility 
is ,a product of personal qualities, knowledge, "skills", and a*fc|ilit4es 
in^ chosen field., and acceptance by co-^workers . 3. "The change agent 
is, necessarily, a marginal' person with one. foot in each of two/ 
worlds . "/Ehis paper is written with the convietion that' better under- 
standing of the ways of applying educational, principles in the medi- 
cal practice setting will build the confidence of the health educators 
to place "one foot in a new world". * Tt is the<. technical competency 
aspect o^ credibility t'hat is described in this paper. 



\ 



This paper cites each of the six^princip^les descroJ^ed ^by Dr. Nyswe.nd^r, 
and then offers illustrations of how these ^principles have beeil 
applied by health educators in the medical^ractice setting^ The 
functions performed by '^he health eduJ*ators have varied from consul- 
tation to professional societies to direct program operation in the 
manner most familiar to health educators. Of all functions per- 
formed, the interpretation of the educational process is probably the 
one function most predominant in the illustrations presented. At the 
supei'visory or administrative level, this ^¥s^ probably the most critical 
functiua, since it. is through understanding of the process that adminis 
trative sanction makes it possible for^other' staff to parry out the 
e4ucational program and^ in turn, build and strengthen ^credibility. 
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it ^'^ ■ ■ 
A PERSPEfCTIYfe 



Many changes have occurred in the field o'f^ health care delivery 
since Dr. Nyswander gave her address on EDUCATION FOR HEALTH — 
SOME PRINCIPLES AND THEIR APPLICATION^f at the Health Education 
^Conference at the School of Public Health, Cl^iapel Hill , Nort^.' 
Carolina, on March 21^ 1956-. Her illustratidns were relevant , and 
valid to that period in history. Let'q look for a moment at that 
time: the health ^department was considered the key public health, 
agency, oftentimes the only public heal^Ja^agency ^ the health edu^ ' 
cator was concerned about helping board members and.stai*f of volun- 
tary health agencies see their gOals through the" same eyes^the' health 
educat£>r was diligently xworkiijg on more effective ways of increasing 
participatiofi in case-'finding effoTrts 'for communicable diseases, , 
organizing health councils, committees, etc. Remember those days,? 



•The; legislation for Comprehensive Health Planning and Regional ^ 
Medical Progr^ams was still nine years ,a:way. B .P/ Skinner made ^ 
headlines with his programmed 'learjtiing and teaching machines ^ lian- 
guage laboratories were just doming into existehc£^. Kellggg" repor- ; 
ted on a re-survey of eighteen medical schools which. -showed incre- 
:ase4. use* of participative teaching methods, a dearth of teachei*s who, 
were practice-oriented, relationships. ^frei^uently strai'ned between . 
^'town and gown"/, a^d'-^ostgraduate education was perceived: as an • • 
irritant . . Russell Sage Foundation had published tlie Lyle Sauder^.! 
study^ on Cultural Dji^ference and Medical Care on Spanish-speaking 
peppl^e rn the southwest. Health educators were talking about Health , 
Culture > and the "Communi by ^ Ben Paul' s* classic case studies of public 
reactions to health programs. " . 

Terms such as peer review, standard-setting^ ciri^eria development, 
utilization review, problem-oriented medical .records were only words, 
a 'glimmer in the eye of a fex^ for^-zard-lobking people. T^ey W€^f,e 
concepts , awaiting develiopment . ' ' % 

■ . ' ' ■ ' " . • 

And x^i^at does the world look 3jike today? Quality assurance of medi- 
cal caiie is gn the .agenda ok most professional meetings, either 
formally or informally. Social controls such as relicensure and con- 
tinued memb'ership J^n professional societies are being studied and 
debated in almcf^t all pr6fession^ ^ircles . Accredltal^n of con- 
tinuing medical education is :a reality. The public is baik in the 
picture in a somewhat different role ;^ now the quality of medical 
care is mutual responsibility of consumers and providers. Patient 
education is soon to become a reiirib"ursable item in hospital care. 
Twerity-one different guidelii^es fqr seating standards 'of practice 
have been publishe*^ bj?; th^ Iriter-Society Commissi/n for 'Heart Disease 
Resources. ^ "* " / 



Cpnsorti^a are big news, with the health services/education activi- 
ties Ij^iking health care' delivery and the educational institutions 
mto #vi|,ble- meihs of preparing and maihtainihg health professional 
- .eompet%6y. Sharing of resburees is going on in most forward-looking 
communit^'es^. The sacrqsanct of clinical tools , the medical Word 
system, i^ -undergoing rapid ^chknge with positive results pujpcig^ed 
from sharitog it with patients as an educational tool. ''' I' 

'•' : / ■ • ', ; . ° . ■ ■ - 

Not all the_change is fait accompli resistance and negative): reac- 
tions ^re, cc^on, but the 'climate of society se^s to' support flow 

■the pa|7ticipative methods^d the process emphasO^ which h4ve long 

.been p^H of the health educator's orientation. • " 

■ ■■ ! ■ ■ ' ' ' • ' ' 

►The exciting areas for' health educators are the planning on' a lon^- 
term continuing basis- for -behavior ch'anse, ra-£her than limiting' 
effort'fe -t^ episodic educational experieftces; the design of learning- 
experiences • bas^d upon the kind of change desired ^ and iderfoi.fi cation 
of levels within practice settings' where change is needed; -fflie (fevel-i 
opment of 'e^ducational objectives derived from the data base of per- 
formance and practicb needs;- -the application of parti c:|^ativ^ methods 
■in group problem-solving to'develop standards and criteria; the 
development of evaluation stra^gies. which measure physician learning; 
the desigp of reinforcement andV^newal experiences 'when need in- 
'dicates. These are only some of the exciting areas ; the horizons 
are endless^ when Jthe partnership role of\ the patient in the medical 
transaction is fully spelled out. ^ 

APPLICATION OF EDUCAT IONAL PRINCIPLES 

. ^ ' ^ " . ^' -'^ 

^.earning i^he culture ,of medical practice is not unli\e the health 
educiator^s approach to learning the culture of other groups: 
i.e., the. "belief that values, altitudes, and feelings are inherent 
among medical /practitioners just as they are ajnor;ig Other groups of 
people. No assumptions are valid until t&sted, and the cues foi^w^ 
acceptance and/or rejection opei*ate as they do in other groups ,^some- 
time? visible, sometimes invisible. The margin for error is equally « 
narrow as it is wi fir other groups of people. 

fWO PROCESSES IN PROBLEM-SOLVING 

The.first^principle Dr. Nyswander s^t^ated is: IN EVERY PROBLEM- 
^OLlniNG SITUATION THERE ARE TWO MM||? PROCESSED'- AT WORK: ^NE, A 

•PROCESS mim is dependent on the dmamic impacts of personality 

NEEDS, PERCEIVED. THREATS AND PROTECTIVE REACTIONS^ OF THE MEMBERS 
PRESENT. ' 



The first Silftension of the |)robleni-soiving ^iti^tion is readily 
recognized/ljy* physiciajQS. f/ in pattient care is very* 
familiar. The clustering (^of^ several aspecta.of a problem .^r ^ a/ t«ask 
-may be an important point ^oif difference, however , between the orien- 
tation of ^the health- educfator to a "problem"' and that of the ' \ 
physician, i Wiat th^ physician ^^ay see as one, problem, the health " 
educator iliay identify as several quite different problems, or .tasks'. 



An illustra-tion may clarify "this point. The Professional Education 
Committed of the National Task Foazce fo4- High Blood Pre^ssure Educa- 
tion Prograim sax-/, as one problem or task: the education of -phyMcians 
arid allied health personnel^ on the subject of hypertensive C3;jses , 
As the health educators raised question for specific illustrations 
of this "problem", it became clear that^the point the Committed in- 
tended to maJce j>ras that many patients vitl^ hypertensive crises/ can 
be treated §uccBssfuliy x-zithOUt special facilities, the provifeio-ns 
are: -.the physician is trained to*recognize the emergency, uriae'^g- . 
stands the pharmacology o^" aiiti-hypertensive drugs, and is sixp- ^' 
ported'by nursesj and/or .allied health personnel skilled 4^ moment ; 
to moment monitoririg^of tlife^/p^tient 's status, y . / .. ^ ' 



■Ip. this illustration there are four educational objectives -vlhich can 
be deriVed from thi's* educational "problem": - cl^angfng th& p^nysician's 
attitude toward delegating responsibility to ^lliec^Oiealth /personnel; 
eliminating old and outdated concepts, about drug usa^e for; hyper- 
tensive;, patients ; introducing new knoviredge about modern drug iSltiliza- 
yon; improving diagnostic skill in management of emergencies in 
hyj«^rtension. „ The implicTatjions of these objectives for t^e design 
0:£, tg^uite different .teaching^ methods becomes obvious. 

The second dimension. of the problem-solving situation is understood 
more often in retrospect than it is" viewed prospectively . The health 
educator brings an understanding of the dynamics of the group pro- ' 
ces.3 and, thereby, helps physipians begin to cope with, and plan for, 
the feeling levels and tone for pVoblem-solving conferences. The 
emotional component of performance review and 'criteria settift/y give 
ample evidence of t^e physicians* sensitivity to the perceived threat 
and "protective reactions of the group members. ^'The. success qf the 
health educal^ors in Califorjiia in the conduct of medical^ audit vrork- 
shops exemplified tlje credibility established by^th^ h^lth educators 
in-a collaborative relafeLonshivP* with, physicians in private practice. 
The neutrality of the" role of the health educator , and the.recogni- 
tion^of expe;rtise in the field- gf health* eduj^ation are two attributes 
now .contributing to^the trust and confidence felt by both the 
phys^icians and,«th'e -'health, educators. The integrity of the health 
educators' performance in the medical audit* workshop program, con- 
tinues to open n^w areas for collaboration' in jbhe future. ^ 
. ' - * ' ' '' ' 1 



. USEOF PERCEPTIONS IN^PLANWING V / 

■ ~;: — [ — ■ . , % ''"^ . . ^ ■ 

The second principle is: IJPHE PEROBP'rioNS ;0F THOSE WHO ARE TO BE . ' 
TAUGHT FURNISH IMPORTANT DATA TO BE USED IN PROGRAM PLANNING^ There 
is a .tendency to view medical practitioners as thougiv they were a 
homogenous cpminunity , with sinala]^,exp6rienc,es aiad/values'; This^^ * 

• is a high risk "position to assume',, and is .likely to create, vulner- 
ability, rather than building confidence and credibility. In the 
early days of , the Cancer^Control Progtain in the J'ublics^ Health- 
Service, the Chief pf the Program, Dr. I^ewis Robbins, conducted" « ^ 

; regional meetings of general practitioners and specialists 'to learn 
their perception of the t\fenty-year outlook on cancer control. 
Taking five tmajor/sites'^of ^cancer , he asked general practitioner^s , 

^ internists, surgeons, .pathQlogisJsV gynecblo-gistp , an^ radiologists,, 
to. give a numerical prediction oh the probability of bringing cancer 
of each particular site under control in the next twenty years. 

The results over the country were consistent, with the optimists 
*being the .general practitioners , ^d tjie pessimists the radiologists, 
each reacting from the nature W his clinical "^perience. THe 

^^ener'al practitioners have the k*ey position in usually being -the 
first physician^ the patient sees,^ and perceiving himself with^Ves- 
ponsibility for total care. On the other hand, the. radiologists 

. are usually the final physi-cians called to treat caji-cer patienlas, 
and their perception of what can be dphe rs 'limited to their bl%ak 
experience with terminal illness. 

' . • ' ' . • ■' - • 

For identifying problems of motivalj^on, interest in caiicer, as " 
well as conviction in preventive meSfeures, such an exercise was in- 
valuable to differentiate the approaches and strategies^ necessary 
to. plan an^ educational program. Interest ani" motivation; njay be at 
quite different ends of th'e ^ectrum within the practitioner com- 
munity. Expectations^ of" wtiat can be accomplished influence the ^' 
quality^ of and extent of p'articipation in continuing education ex- 
^riences. When the perceptions of • end results , wftich the physician" 
is likely to have with his clinical cases, is brought into the plan- 
ning process, then the physician's relationship to the problem in 
which' the health educator would like to interest him may become 
more accessible. ^ * * 



Because of the import ance' of this principle , one additional illus- 
tration is offerei^v process of solving problems in practicie is 
not o'ften viewed as. an educational experienc^e. Usually the term,, 
"continuing medical education^ has been- associated w:^th acquisition 
of new information. A^ one practitioner remarked during a continuing 



23 



education' planning meeting,- "are .we here to solv4 proli^lems or t6; - 
learn something?"' . . - i , ^ ^ ' * 

I-t may "be usefxil to'offer a diajbinction "betveen thos^ continuing 
.^^ducation eficforts ^hich advance the. indivi^iUal to a higher level 
^knowledge and expertise in his, speciali^zed field of interest, 
and thos^ educational efforts which direct ^is attention towq,rd a 
given deviatioi? or probl^. Society has need fqr 'b-oth kinds of-, 
efforts. The formeo:* efforts are usually 'self-accomplished, and 
move thQ individual t6ward»^>a; richer^ s^se of life, fiilfillment , The * 
latjer. efforts' are .problem-oriented and are. the ones, which receive 
attention from external groups. The two ef:^orts ^re' not mutually 
excilusive, and indeed, the closer the con^ruenpe, the less of the 
problem of protecting* the public * interest . At this ^me, however, 
there are two important differences : componferi'ts fojr solving prob- 
^"lems in practice ^e often- related to institutioneLL and referral 
system procedures , and are not usually self--motivated. 

There are notable examples of when the educational propess has been 
considered as^ solving problems in practice, but they do not tend 
to^be reported ^s educational experiences. One o'f the earliest 
widely applied efforts was the ^use of expert and peer . judgment prb- 
cedures to investigate causes'" of , and bring about a. reduction in, 
the m-aternal mortality rate in this country. From the early 
.1^30 publication of standards for maternity care ,■ the following . 
twenty years saw publications in national and state me'&ical journals 
devoteti to "maternal iriortality studies". Yet ,^ if one l,sks MEDLABS , 
National Library of Medici^^, for a computer print-out 'on continuijig 
medical education, not one o^ these reports will appesEr. 

Another effective approach used* in Philadelphia was the combined 
patient and physician interview system to obtain an "fionest evalu- 
ation of the delay period in pelvic malignancy and to properly 
assess the responsible factors" . 5 Bbth the maternal mortality stnidy 
approach and the later model of t^e Philadelphia pelvic malignancy 
study approach were successful in reducing the mortality picture. 
But perh«ps the only problem-solving approach generally accepted as 
"educational" up. until a few years ago, was the. consecutive case 
4ionference as developed in the field of tuberculosis and later 
applied in cardiovascular disease. In all^of thes^ exaraplesj- patient 
care data examination, or the search for validation *of the data, was 
the basis* for the educational experience. 

' / . ■ 

Broadening the perception of education to include the problem- 
solving process is of strategic import#ance in selecting medico 
practitioners to serve on national review committees and Program 
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Advisory groups. Many a forw.ard-looking prqposal has« ,received._a ' ^ 
negative decision because it was .sresented. in problem terms whic^Ji 
• makes sense to educators but which' did not reflect the committee^' ^ 
view of "good education". Having a session on educational philosophy 
included in the orientation of new committee membel^has he^ed Main- 
tain- congruence betx^een Program goals and. peer groupa^ice. 



PLAMIHg PROCESS HAS CHMGE- PdTENTIAL • 



The thl r d. pri nciple is:; . THE PliMWING PROCESS ITSeLf IS ^ET • EDUGA^ ' 
TI cm METHOD WHICH- HAS THE POTENTIALITIES K^' STRESSIKG THE MAToS" 
PSYCHOLOGICAL FACTORS WHICH BRING ABOUT CHANGE,^* It the' applica 
tion of this- principle that ^ the factors of motivati'oii^r^^^^^ and group 
goal-inTOlvement can be understood most Clearly . • ^ 



In medicine a re^^l strength lies . in placed upon peer 

group judgment, of\ performance. Attitudes of profesaioi^als toward * 
each other plus the preference for 'the professional groups ;to' dis^ 
c:|pline their membWs , exercising "botji actual aad potential ^control, 
-'are . assets- which tl^ health educator' can build upon in the -^pia^ning 
process - 



One of the early examples of applying this principle was the. 
.Louisiana Academy of General Practice study ^cf^hy.sician interests, 
which lateV evolved^'into program. ^Local physician groups became^ 
the nucleus for planning continuing education programs , with ^e 
focus entirely^ on^ local physicians, deciding on the subject, ar^as, 
the details of the scheduling, and the serlection of the faculty 
members to conduct the sessions. The last session b^ecame th^ 
planning session for future courses. This was one of the first ex-^^ 
periences of^a health educator working simultaneously with both *a 
professional society and a medical school to link tpgether the 
"change agency with the client system".. 



Another example of using peer group judgment in the planning process. 
±s the Bifi-Cycie concept developed by Dr. Clement Brown."' The term, 
"bi-cycle"^, describes the linkage of the cycle of patient care witm 
the cycle of educational experience, hence the term. First ins- V, 
titutfed in la-^e I966 at Chestnut Hill Hospital, Ph^^ladelptiia, tlie * 
process consists of involving the physicians on a hospital staff 
tfith each of the steps of problemr-s"S3s^ing , from survey of opinion^ 
of. diseaseji causing maximum disability in the hospital to a re-audit 
of re cor Ids following an educational program. The major strengths of' 
this" approach lie in the physicians themselves at the department 
level establishing criteria for minimal and optimal care levels,'^ 
reviewing performance to determine how well the departments ar^ 



) 



meetixi^^criteriar; and then instituting ihe kinds ^qf cli^l^nges inalcated. 

The s^ej) which i's so critical in this vj^jro cess; ,i^'e. j , the "i&ist^ 
betweeni, deficits in perfcjrmanee requi-rjiig isntitutiot/al change ; . 
vis a ms individual, "behavior change,^ spts th^ direction for what- 

■ ever' raddit ion al learning experienced S^rie needed to ijaprove^, tltie situ- 
ation. 'Some chtogaSs are' pJ^oceduralv -p0l in . . 
nature 5 "^requiring different kinds Of irjvol^ in |>rj|iiiiing for 

^ change^ witla different people . The first i;:;a^ ttv^ a^lthor ' s know-. 1 
ledge, the only. |)aper in the literajUr^ devbt^^,:tO}ft)ii¥-*d^ 

/'written from an educator ' s viewpoint was presdiated jiast year at the 
■^egionail MedicaJ. Programs Conference oh Quality /^s^ii^ of Medical 
Gare.J What an opportunity for v^h0 hea^lth e due Roars'' who have al- ' 

' ready Established credibility iljX'^J^^ to 
amplify and clarify the educatid^ad fi*ocass in the medic glL audit!- . 

JI&.ihtaining interest ir^^ the design oT th^ learning eitperiences fol-, 
lowing t^^ problem ideritificaisiori another function health educators 

' have perfor&ed. .There /is -a hazard in' the "bi-cycle" approach when 
the ei:|^rgies^5 and interests are. so consumed in the .pirobl^m-anjalysis 
■stage einS' th^, review of the data; that, the next stages .in the learning 
process are .treated more cii^ually th^tn they deserve. , [Rie 'cre.dibility 
of the healtl}' educator is enhanced by the perseverance shown in , 
ae^ihg the program through to fruition. . , 

COMMUNITY ORQANXZATION IS A COMPIiEX PROCESS. , 

The fpiirthi principle is: BRMGING PEOPLfi TOGETHER TO WORK ON PROB- 
LEMS (QFTEN called GOMMtMITY OfiGANIZiffiTO^ IS V COMPLEX PROCES^. IN- ' 
VdliViNG: (i) 'ANALYSIS OF THE' VALIDITY OF "THE OBJECTIVES FOR Tiffi • 
GROUP; (.2) pLATION OF OBJECTIVES TO THE" VARIOUS : LEV^ILS AND KINDS 
OF POWER STRUCTURE IN THE COMMUNITY , AND;* ( 3)* THE ' CONCEPTS OF LEADER- 
SHIP HELD BY PROFESSIONAL WORKERS. Of all the principles described 
by Dr. Nyswiander, this one appears to offer unique and singular 
opportunities for the health educator. And probq.bly of all the 
principles, this one is the^ost likely to offer opportunities for 
the health educator to build credibilitys in the me-^ical settilig. ^ 
The sense of readiness being expressed by other health professions 
has created a climate of positive support. It is in the context 
of in^rprbfes'sional education that the und^erstandingo aiid skills 
of the coifimuriity organization processes be(S<;)me especially relevant. 

With "^he proliferation of occupations in the health field, now count^(l 
in th^ hundreds instead of by the dozens, and, the increased focus on ^ 
"team^-kdevelopment , the healt-h educator can help develop and mold 

.,■ \ ■, ■ 
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realistic expectations of what can "be accomplished through a multi- 
^discipiirie or interprofessional' appraach. The language used to des- 
cribe the ."team" ixith the physician serving as "oapt^n" has in • 
3?;fe«elf ,set the stage for problems of\ hierarchy and pwer struggles. 
The term "nnn-physician" workers or ."paramedical" underscores the ' 
status problem. . Gradually, however, thei'e are significant changes 
occurring to make possible'dynamic, viable,4,nterprofe§sionial r©^ ^ ^ 
lati,onships . - • • • * ^ 

. 0 V • ■ ■ ■ ° ^ ■ 

Beginning with -the Coggeshall Report on medical education about 
ten years ago, ^ 'increasing attention has been given to developing' 
an awaren^^ss of the hazards of isolated professionalism in the 
medical schools. Since that time many papers have been 'witten , *and 
speeclies .have been given at national and international meetings ex-^ ' 
o tolling^ the ^ virtues of team worJiV Yet there appears.; to "be a wide 
gap- bet. we en the philosophical sanction and the reality of the 
working wbj^ld. As recently^ as 'a year and a ha^Lf ago, out of 575 
projects concentrated on nianpoVer development ^in regional medical 
prograAs-j'onl^ 25, described themselves as a "health team approach".. 

-one /approach which merits replication in several 4if ferents designs 
=*is tt^e one carried* out under Dr. George IViiller's direction eight 
years" ago at the University of ^^.linois. In" to effort to identify 
what professions should learn, how they should^l.earn , and whether ~ 
they can Team together, he established an interprofessional Task^ 
Force composed of dentistry, pha3^acy, medicine*., nursing, and physical . 
theirapy Lu.work in a community for^ several? months to^ain answers to 
these questions." In this case the health educator served as the 
project officer for the contract, designing the terms and conditions 
under which, the work was carried out. major issue identified by , 
the Task Foi-ce was the communication of attitudes and values rather 
than the instruction about health changes. The impop^tant finding ^ 
of hAf to deal with professionalism could ng longer be"^ handled by 
"delivering neat' packet^s of information^to needy practitioners "J9 
New ways of working with each other, not merely debating strategy " 
and tactics, had, to be found. The Task Force reported a great need 
for expertise in -education and understanding of the dynamics of 
interprofessional relationships. 

■ ; ' -' ' ' ■ ' 

^e:^e are many aspects of interprofessional education and team-work 
which need amplification, but ^two'as^^^s which are receiving 
national attention and are parti culaidy significant for health ^edu- 
cators will be cited. It is the undeTstanding and skill in applying^ 
the analytical process for development of objectives, the leveljs ^nd*' 
kinds of power structure in Xhe community, and the concepts o/ 
leadership as studied by health educators which are the essence ^of the 
healtdfci educator's expertise in these instances. 




K 



ERIC 



The one aspect is 'in the difficult area of curriculum design as^ it 
is being studied "by several national allied health professions" 
through -private foundation support. The National Acadenjy of ^Sciences 
has set. up a new Committee on the Interrelationships of Educational* 
Programs for Health Professionals, and has alree^^y sponsored one ^ 
conferenqe to try to develop guidelines for the design of educational 
programs which will facilit€?be interprofessional- collaboration a^nong 
all health workers. This is a beginnipg step in a- Journey of a . 
tl^ousand mil^s , but- it reflects, moi^ .tSan jUst an awareness of need \ 
to begin to tackle the dynamicf^ of ^change in pfdfessional preparation* \ 
for health manpo^^er. ; c • ^ 

^ ■ •. ' N ' . 

The second aspect is in the consortia development of health services /- 
'educational activities. These are insti-uments of cooperation and 
coordination between and among health facilities, consumer interests, 
health personnel, and academic health institutions. t?hen the . 
Carnegie Ccpnission report on Higher Education and the Nation's 
Eealth camiout in October , 1970, the one recommendation whi^ii. Sky- 
rocketed trf fame was the area health education center concept. *^he 
AHEC,was just one in a series; Qf:recoffimendations , and had not been 
given special attention in the report. Apparently, it was an idea 
"whose time had come", ffertt triggered federal support from several 
sources within a short time . The role that health educOttors have 
played in interpreting to medicaTpractitioners and administrators 
\ is key to the strategies and su(^^s already experienced in this^ 
/ ' program. Credibility because of expertise in applying the principles 
of sound community organi^ieatio^n, has been built by health educators 
at a nimiber of different ^ levels of program operation. 

In summary, this principle illustrates the heart of the educalrLonal 
process, since it includes objectives, thei*r relationship to the^ 
gate-keepers of power and authority, and perceptions of prof^essional 
workers about leadership. The illustrations given are based upon 
the "community" of health workers and the medical practicejsettings 
in x/hich health care delivery occurs. It is the way thaVahe 
health professionals organize themselves for prcj^ em-solving that 
the author believes needs attention. 

^ The-Tifth principle is: TEE SOCIAL DISTANCE BEMIJN TH^ EDUCATOR 
AND THE GROUP TAUGHT IS A SIGNIFICANT FACTOR IN EDUCATION. Social 
distance betvxeen the health edu'cator and the physician may be oT 
less importance to the building of credibility than it first appears. 
The social distant" witJiin the physician community betx^en family 
practitioners, specialists , researchers , and admi-ni^trators may be 
a greater problem than 'between the health educator and the physician. 
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Another woy of looking at this -principle ic the view that what the 
health -edueators- ■ and physicians have in common mtjy' be more signifi- 
cant* than^hoiT differences. Both are highly educated, belong to 
a professional field which is based upon a helping relationship, 
have received training in scientific inquiiy, and want to believe 
that decision-malcing .can become a rational, process. I-Jhile the 
educators and physicians stem from different orientations to the 
helping relatiohship ^ social concerns permeate both the medical 
and. educational environments. 

It j.s possible that more .change has occurred in this dimension 
of the education^ principles than in any of the others. As one 
looks back over the past ten years at the chaogeg in equal oppor- 
tunity for employment, a^fvirmativp action plans across both the 
public and private sector, and patient rights noi7 being incorporated 
in formal legal language for hospitals (jjid health care settings, 
the way \ie now view ourselves as being part of a group may be chan- 
ging. V/hat was a fight' for entry into a group some years ago, may 
now be written into qualification requirements. This is not to say^ . 
that tokenism no longer exists, that epi&odes of ' resistance no 
longe.r occur. ^ It doea seem.to indicate that the climate of accep- 
tance has grown and stabilized to an extent that role descriptions 
of health e'ducators can be stated in, conceptual terms rather th=an 
in pragmatic technique terms. The evidence for having established 
credibility in the medical practice setting may in itself be the 
reason why the social distance is of less importance. 

* 4 

Before leaving the subject of social distance, the responsibility 
of the health' educator in Ending,, t-raining and employing change 
agents who, in Dr. Nysw^nder's words, "are closer to the under- 
standings and value patterns of the groups needing help" may be 
illustrated somewhat differently. The recruitment and utilizatitin 
of social scientists by health educators within the Cancer Control 
Program, (PHS) to conduct moderator training sessions for family 
practitioners is a reversal of the usual "outward reach" for 
securing change-a'gents. In this experience it was recognjition^by 
the health educators that the group to be taught (physician^) needed 
theory and .skill-training beyond the scope of the health educators.' 
coi^petence. For about five years a network of social scientists 
over the country worked with thirteen State Aqademiea of Family 
Practice in developing effective continuing educatidn pisograms .1® • 

The objective served was" a contractual agreement to -purchase exper- 
tise from a group closer to the knowledge level of the group to be 
served than existed at that time within the health educators. Social 
distance usually is thought of in "upward" and "dox'/nr-^ard" terms, but 
in this case it was perceived as .^"latera^l" outreach. \* 




The hixth principle is: EViiLUATIOIJ OF EDUCATIONAL PRCGMIS AND 
ISTHODS BY STAFF PROVIDES A SUPPORTIKG STRUCTURE FOR IKTRODUCIUG 
CHANGES in 'CONTENT AND tIETHODS. Inter.est in evaluation has reached 
Guch proportions that the risks lie more ^n the. concept heing o^ct- 
Gold than in stiiaulating interest in the subjcat. Two reactions 
at oppostite ends of the ebntinuum' peqm to^. occurs "education can*t 
he evaluated" og "let's evaluate every'thing" . The credibility of 
the health educa-^oy appears to he high in the area bf evaluation ' ''' ' 
T-rith greater danger of unrealistic escpectations than non-acc.eptance 
of evaluation as part of the le^irning process^ / 

Interest in studying the effect of contiriliing medical education upqn 
physician behavior is not a recent aidvance^ but acceptance of the 
importance of learning the impact of education has grown considerably 
in recent years. As long as education is seen by the participants 
as 'contributing to their« serif-improvement and meeting personal goals, 
then the rigorous techni*tiues to measure change in performance seem 
less than essential. It is when education is. seen as the meafts for" 
Correcting performance deficits and is related to problems in prac- 
tice that the evaluation techniques become critfcal to the planning 
of the program. Evaluation is not often seen as part pf the con- 
tinuous feed-back to improve program as this principle state^... 
"supporting structure for introducing changes in content; and methods" 



A CHALLENGE . 

Public health education and continuing education for health profes- 
sionals may be on' a collision coursejif turf and jurisdiational 
areas are allo\-red to develop as though the fields" are ii)lo(f)endent 
and separate. The publip health educator itho feels that^ont^inuing 
,,education of health professionals is a separate field, narrOTTs the 
fojbus and interrupts the continuity of the educational cycle. The 
dah'ger lies in tliat the public 'health educ&,tcxr_may stc^ short of 
Trhere the action may nee^ to occur, the health care provider. 

On the other hand, the continuing education specialist T^ho does not 
perceive the community context of problem-solving, likewise restricts 
the action and owrlooks the dynami'c interaction of the health care 
provider i/ith consumers. Without understanding the need fpr inter- 
^ action with the community, the fragmentation of service and the 
increase in demand for resources may spiral. * « 

^ . 

The challenge ahead of us is to find ways and mea^s to keep the: ' . 
educational cycle" in focus j^'and. prevent fragme^^Jation . from occurring** 
The credibility of the health educator as a change agent in the 
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■ smedi.cal/^e setting has passed the demonstratioit phase. Collabor- 
^•-ative Relationships are a reality. .As abridge between the two 
Social systems of education dhd hpalth, the health oducatbr as a, 
change agent ^.ives lin the ambiguity of doubts and Certainties. ' 
Shall we meet the challenge of Francis Bj^con whejtl he said, "If wp 
begin T-rLth certainties, we shall end in doubts; but if we<feegin 
with doubts and dre patient in-them^, we shall "end in certainties"? 
It is up to us. ° ° . ■• 



* ■»'»"•» -S w » » « «* » « «■ » 
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i. Rogei-^, Everett, M. and Shoema^gr, F. Floyd 

Communications of Innovati^fns . 1971. The Free Press N.Y. 
pp. 21+3-21+6. I " - . 

.2. WHO 1>^nical Report: Series No. ^B^+y Continuing Education for 
Physicians , 1973 i p. 30. " ^ I 

3-^ op.cit.' p. 229^,.2l+U248. The definitions, "change agent" ahd ' 
"credibility", come from Rogers: A change agent ,iB a profes- 
sional who influences innovation-decisions in a direction 
deemed desirable by a change agency. ..the change agent 
functions as the linlc betvT-een t^ro or more social systems... 
otypical disparities between such systems include subcultiiral 
language difference (even- though both may ostensibly share 
a common tongue) socioeconomic status, technical competence, 
and beliefs and attitudes. ,As a bridge between two differing 
social systems, the change age n-^ is necessarily ^ marginal 
. ^ ,^man with one. foot in each of two worlds. His success in 
^ * linking th^ change agency with his client system lies at the 
3 heart of the process of planned change. ' 

Credibility is the degree to which a communication source or . 
channel is perbeived as trustwrthy and competent by the 
receiver. . .changi agexit success is positively related to his 
. ^ credibility in tfie eyes of hi^ clients. 

■ ' . * ' ^ • 

^* V ^alifornia's Health , Vol.^lii, No. 9, Nov. 1, 195.6. 

* ■ # <j 
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NOTES, continued I 
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7. Dohner, Charles ¥. , Ph.D. "On Correction of Patient Care 

Deficits", Quality Assurance of Medical Care Monograph, 
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8. Coggeshall, Lowell T., M-D. PLimglTO FOR MEDICAL P ROGRESS 

THROUGH^EDUCATION . Assoc. of Am* Med. " Colleges , 1965^ 
"Gurriv^liUa shoiold be int^^oven ta provide §, community of^ 
mi^feu^ understanding among all health-oriented disciplines ; ' 
and the program of each specialty should include^ direct 
experience' in how to function as a member of a cooperative 
team. : p^ hS* ^ ^ ' 

9- CONTINUING EDUCATION FOR THE HEALTH PROFE^SilOHS . Report of an 

Interprofessional Task Force, Center for Educational Develop- 
ment, College of Medicine, University of Illinois, Dec. 1966. 

iO. ^ Burroughs, .Lenward R.',' M.D, ^'Shop Talk; An, Experiment . in the 
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With each net^ experience in health education, my appreciation . ■ 
grows for the value of theory in guiding practice. Nevertheless, 
until recently I found little relevance in stimtjlus-respons'e ^ 
theories for explaining^ and predicting,^ let alone /for influencing, 
ftte complete patterns or human health behavior with which health 
educators are concerned! mile I st^^ll regard S-R .theories as 
inadequate in many respects, this very viewpoint led me to 
discover some new^ ways ift wfeich such theories may be applied to 
strengthen the rationale upon\hich health education eT?<^jtts 
are based. ^ ^ 



Applications in Health Educat ion P lanning 

'■ ' ' ^ * ^ 

Insight Intd a potential -new, use for the S-R model first came as 
I was discussing family planning prpgrams with a group of brig|)t 
and dedicated clinicians and administrators. After exploring 
with sophistication wcAnin-years of pregnancy averted by various 
contraceptive ^ethods and alternative Approaches to assessing the 
cost-effectiveness of family planning service delivery, attention, 
turned 'to ^^e educational aspects of family planning programs. 
Concurring tfia^t educational efforts to date have not resolved 
prOb^Qras^of patient motivation, my confreres proceeded to design 
a mass media* campaign which they were convinced woul4 not ojily 
increase clinic attendance, but would also improve cpntlnuation 
f>i contraceptive^ ^ use. * With an inward sigh, I recognized the 
taped-cassette type of thinking which has led to so many super- 
ficial educational efforts all aifbund the world. The "input- 
outpbt mentality", i thought. , ^ 



I made the usual protest. "You are talking as if just a simple 
message is going to get people to make all sorts of behavior 
changes." Then in exasperation I sacrificed accuracy and added, , 
'Don't you realize that stimulus-response theories have be'kn T. 
out-of-date in education for over thirty years?" ' 
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In'stujined amazement they stopped. Taking advantage of the silence, 
I pointed out that most current S-R theorists have found it 
ne^^essary to consider "O" (organism) variables in their equations, 
and that it is in this realm that the answers to human motivation 
must be sought. "Therefore," I told them* "it is extremely riaive 
to think that ,we can plan for education without knowing a good deal 
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about the people whose response to programs we are trying to 
stimulate." Continuing in less than logical progtession, I 
explained that even those psychblogistjs who are still investi- 
gating simple S-R relationships redognize that responses vary 
according to the type of stimulus employed, as well -as with' 
♦its intensity, duration, frequency, and pattern of repetition. 
Where are such considerations in your planning?" I asked. 



My.frielids' recuperated enough to admit that they really didn't 
know much about educational theory, and that, in. fact , their 
great campaign ideas were based upon little more than their 
fascination with the potential of the media and the fun of / 
Conjuring* up clever slogans* Then they went on to identify, 
from their*own extensive experiences, human factors which must 
be taken into account in developing people-oriented educational 
approaches. Ifliat followed was the modt thoughtful and '^though t- 
provoking discussion of health education that I have ever held 
with physicians and administrators. As we parted, I felt sure 
that they had gained new understanding of the ' educational 
process, and , that they also had acquired new respect for the 
. educational expertise upon which effective educationa:! planning 
must be based. > 



■'I 



Intrigued by this breakthrough, I pondered, its broader Impli- 
cations* Could it be that conscious or unconscious acceptance 
of the S-R model of learning and behavior change underlies the 
simplistic thinking which dominates so many activities parading 
under the name of health education practice? 



Certainly stimulus-respo'nse theories have been a tradition in 
American psychology, and in my own experience at least, * 
introductory c6urses In psychology give them great emphasis. 
At the -same time, few program policy-makers or administrators 
claim ^advanced study in psychology or education, and thus the 
majority have probably never beeiA exposed to Gestalt, Lewinian, 
or personality theories which stress the importance of dynamic 
individual variables in the seleccive perception of stimuli 
and In the mediation of response. Therefore in the absence df 
alternative models, perhaps the^e decision-makers .tend to rely 
upon the S-R prototype. 



This explanation I decided was generous, however, for most showy 
extravaganzas of educational technology lack even the suggestion 
of a conscious theoretical, rationale for determining how 



ERIC 



-18- 



educatiortal resources wiil be used. Thus I wondered whether 
the highly clinical orientation olp most health care programs 
might lead medical administrators qnconsclously to assume that, 
just as the physiological being wlir respond more or less 
predictably to. the stimuli of drugs, diet, or, surgery , the 
soclo-psychological being will respond In a fairly straight- 
forward manner to health communications. The missing human 
element in the S-R paradigm therefore makes it perfectly y 
suited t9 "the veterinary approach in medicine." 

• • ' \ ■ ■ - .. 

At the «^me time, I recognised that increasing administrative 
reliance on computerized data processing, cost-accounting, ' 
.and neatly Perted program flow charts, all of whidh emphasize 
input-output relationships, is spilling over to influence 
notions of how educational programs ought to be conducted. 
Nevertheless, commitment to. organizational efficiency, effeet^^^ 
iveness, and accountability is not always compatible with goals 
of human development, learning, and self-determination. -As a 
result, th€i operational decisions of program administrators and 
health educators may be governed by rather different criteria. 
Since administrators control the purses trings, however, health 
educators often find themselves on the defensive in attempting 
to justify the need for multi-facptcid, long-range, and pe6ple- 
oriented educational approaches. 

In this context, the parallel between stimulus-response theories 
of behavior and a focus on Input-output relationships in program 
direction took on new meaning. Might health educators use the 
weaknesses of the S-R model to* point out the inadequacies of an 
input-output emphasis in educational planning? If this worked, 
would there then be a more effective basis for helping others to 
recognize the need ,for diversified educational approaches 

adapted to the unique characteristics of. each human situation? 

• » 

Informally testing this notion on a few* more occasions, I found 
in every instance that colleagues from- other disciplines readily 
agreed that the S-R explanation of human behavior is overly 
simplistic. Moreover, they easily understood that a primary 
concern with educational technology is akin to isolated emphasis 
Upon "S'* variables. This then did indeed provide a positive. 
Opportunity for explaining why "people'' variables must be 
considered in educational planning and how specific edticatiobal 
approaches are tailored to the dynamics Influencing health^ 
behavior. . 



/ 
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^ In addition to cdnfirming my initial hunch^ these conversational 
expe?:iments paid other dividends. 1 found, for example, that 
the S-R model was useful in assisting planners to define more> 
precisely the specific responses needed from people in order to 
prevent, control, or minimize the health problem under studjF, 
Thus Xi^ithout ever developing resistances to "educational jargon," ♦ 
they began to identify the behavioral objectives toward, which 
education should be directed. This step also helped them to 
recognize that multiple and dif fe^ntiated stimuli would ^e 
needed to produce, the various behaviors recpiired, and so without 
^ prompting on my ^pa^, they abandoned enchantment with pre- 
programmed educationai^ackages and began to think of phased 
and coordinated educatiShal s^ategies. ' sp 

_ ■ . ■ • ^ . I) 

^ I also found, with no sm^ll satisfaction, that introducing the 

S-R model into planning enabled me to get my points across without 
launching into complex theoretical justifications or detailed 
Recounts of documented program experiences/^ Further, even minimal 
reference toTS-R theories helped to establish my role as a 
^ planning strategist and to legitimize my participation as an 
educator in the planning process. Perhaps ^stimulus-response 
concepts are so widely associated with learning that the slightest 
mention of them in interdisciplinary cii^cles reminds others that 
an educator's expertise is present. Another delightful disj,covery 
was that ari examination of S-R relationships shifted emphasis away 
from the prcfs and cons ofi particular educational techniques, so 
* that my efforts to achiWe a more cdmprehensive perspective no 
longer resulted"^ in accusations that I was "down on media," 

I . . \ 

By sharing these minor successes, I do not mean t<3k««ggest that 
tackling the S-R model in planning will always ciMumveitt dis- 
proportionate reliance on the media or divert nee^Hessly expensive 
investments in television spot announcements, roiadside billboards, 
and pamphlets by the thousands/ Deeper issues are at stake. At 
^ their heart, these^oncer'n the conflicts between the regulatory 

requirements of a scientific, industrial society and the openness 
of a humanistic one. ' 

functional Value of ^ the S-R Model in the Healt?h Care System * ^ 

Dedication to science, of course, hais achieved spectacular advances* 
in medicine, which in turnv have led to continually rising health 
expectations and continually improving standards of health care, , 
^ Fulfilling thjese expectations and meeting these standards , however, 

■9 " requires , ever- increasing reliance on medical technology. At the 
^ same time, the high costs of delivering such tephnology to the 
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public has resulted in expanded organizational systems, each ,vith 
accompanying rules, regulations, and t;equirement3 to provide 1 
essential scientific, econ(?T|ic, and administip'ative controls, ^ 

Overcoming simplistic input-output approachc^s in ^h^lth education 
• thus, involves more than refuting the S'-R model of human behavior. • 
It concerns changing structurally functional systems Which are 
imbedded in the fabric of. our technological society. 

Since the mechanistic S-R explanation of human behavior, with its 
iniplications of. external manipulation and control, closely 
parallels a focus upon programmed inputs to achieve pre-determined 
Outputs, its application to gui'de Health education practice is 
o consistent with a technological approach to health care delivjary. 
It therefore may hav,e special appeal to physicians, disciplined by 
Scientific rigor to intervene i:^ human response to disease, and to 
admlnistratdrs , committed to th^ production of visible restilts in 
retarn for the allocation of scarce resources* Moreover, since 
the application of this model leads to major eifiphas is upori^ the 
methods, materials, and techniques of educatidh, whl^h, after all, 
are "S'^ variables, its acceptance is supported and" proipulgated py 
massive com3nercig,l interests which have developed asi part of 
indus'trtalization. 



Adoption of the S-R'' model in health education is technologically 
functional in another respect, for if responses are not as 
'anticipated, failure can be attributed to only one of two^soiyrces. 
Either the stimuli have been inadequate, in which case*fnore and 
better technoJEx^y is indicated, or something is wrong with the 
response mecK^isms of the people, in which case 'they are labelled 
'^hard-to-reaclff apathetic*', or otherwise abnormal. The possibility 
is not considei^ed that the system Itrself may need to change in ways 
which those ^who rel^ upon it define, for the S--R model leaves 
thinking people out. The system therefore ^itaintains contrbl',. 
tinkering with thie "S" of ^ducatio-n to improve the "R'* of the public- 
it purports to serve throughNhumari engineering. ' ^ 

, ' . ^ ■' 

Practice Dedicated to the Goals of Health or Education ? 

Within this milieu, health educators have long endeavored to involve 
people in problem-solving as a primary approach to facilitating 
learning ai\d change. Ther)5fore, we have largely rejected stimu^us- 
respon&e theories ^s antithetical to our purposes aijd methods , for 

... * . ' ... " .39- 
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these theories neglect the potential of Individuals, families, and 
communities to Identify and solve their own health problems and to 
develop Increasing capacity to do so. Instead we have preferred 
theoretical guides to practice which emphasize the dynamics of 
human Behavior and change. ^ ' , ' - 

Nevertheless,' even as our undei-standlng of these dynamic theories 
has grovm, V7e have been handicapped In their application by the 
increasing restrictions Imposed upon our work and the behavior of ' 
the people whom we seek to educate by .the bureaucratic demands of • 
the^ agencies which, fund, plan, and dellve^r health services}; ' 
Consequently, we have come to recognize the need for learning and 
change, not just in individuals and communities, but 'also in the , 
very instltutlons'^of which we are a part • ^ 

These observations atej^ardly ndvel, but as I reviewed tHem from 
ray S-R starting point, I began ta put /feome of the problems of 
our prof esslon in a new perspective. Even though we have largely 
rejected the S-R model as a theoretical basis for our practice 
because it omits both the people and 'the process of education, have 
we substituted anything better? Or has. our committment to education 
Ueen overshadowed by our socialization Into the technology of health? 

Take o^ir,, stress &^on behavidral objectives in educational programming, 
for example.' Such objectives define the- goals of education in terms 
of the behaviors which are "needed to"" improve health status . Although 
*t«7e use all tjie insight we can muster from the behavioral sciences to 
design educational strategies which will achieve , these objectives, 
our approaches are primarily . targeted to r^ult in health action 
rather than health education . Further, although we state' that bu,r . } 
ultimate purpose is to enable 4>eople to make njbre informed decisions, 
about those behaviors aj^fecting their health, we persist in evaluating 
our success in terms of these health behaviors themselves rather 
than by Indication^ of whether or not an informed -decision has 
actually been made. 

■ r ' ^ ■ ^ ■ ^ . • • ■ 

In spite of this practice, as>educators We well know that neither 
action nor inaction is simply relatetf to the degree of education 
which has taken place, for other psychological, sociol^oglcal , and 
situational variables intervene. We,, in fact, analyze these variables 
in making our eSpcational diagnosis and utilize those which are 
subject to ourv influence in order to^ attain the objectives which have 
been defined w±thin the context of the health care system. Yet in the 
absence of a clear emphasis upon educational outcomes, is not this 
reliance uppn dynamic human factors to achieve specific health 
objectives, just as manipulative as application of the S-R model itself 
would, imply? ' • ^ ^ ■ ^ . 
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•If, on the other hand, we focus on truly educational goals, helping 
others to help themselves in achieving those jE)bjectives \>hi)ch they 
themselves have selected, we jeopardize bur position .in the health 
care system. No conflicr occ^s a§ long as our efforts result in 
'decisions leading to health actions wliji^ch are consistent with what 
Science knows and technology provides. If people opt not to take 
those health actions x^^hich the system specifies, however, then 
health education is considered unsuccessful by ourselves, by our 
prof essional peers, and by the agencies wBthin which we work. The 
.system thus reduces support for our positions and the type of 
health education whicl^ we espouse, replacing our efforts with 
methods and goals more amenable to ^system requirements. 

Caught in this web, we^ have struggled tb\ilter the systems which 
employ us as simultaneously endeavor to^educate the public 
about the need jto utilize the services that thes*e systems provide. 
Our activities thus are sometimes confusing to other^J and the, 
rationale l>ehind them cannot be simply explained. Tliis confusion 
is compounded because as change agents w^ have adopted different 
strategies, sometimes working within the system by educating 
administrators or even by becoming administrators ourselves, and 
sometimes by iworking to mobilise consumer action groups or, more 
recently, by entering the political arena directly*. 

While we have been encouraged by new national interest in health* 
feduc^tion, we have tended to overlook the economic motives -under- 
lying this development. Thus many of us have been disappointed in 
our early attempts to influence public policy. Our pleas for 
legislation, funds, and- the administrative freejdom supportive of 
commpnity-based educational programs have largely gone unheeded,- 
and mosjt of the increased public monies earmarked for health'f . 
education are tied to categorical health programs and jadministrative 
time-tables which hinder setting in motion free and open educational 
pf-ocess^. w 

• / 

Nevertheless, we have optimistically greeted the availability of . 
new funds for health education and have joined in the scramble to 
secure them, only to be ag^^in disallusioned by the fact that our 
grant applications must compete? with those written by persons who 
have no training in T?tealth education whatsoever. We are dismayed 
to discover that sound educational proposals are being discarded 
while "show and tell" projects are being funded in staggering 
amounts. Meanwhile, commeri:ial enterprises are fcurning tidy 
profits from skillfully marketing standardized health messages n 
Canned through the miracles of modem educational .technology. 



HealtI^ducation^4«t,be;{:4 exploited, we decide, and we as health 
educatc^rs are being ef%)lolted with it. We have moaned and com- 
plained and protes^d-^feong ourselves about the. fallute to 
u^^i^txS"'' educatie]a^i expertise m planning and Implementing 
broad Iffgonceived hi^alth education programs, evWn as we have 
raced to demonstrate that more limited health education endeavors 
can save the system money, vjn ^the resulting paranoia, ^e have 
.fragmented ourselves and our profession, and missed, the Ijindaifiental 
issue. 

■ ^ 

The goals of consumer health edudition, if fully^reallzed, do ^ 
indeed promise to result in greater individual and community 
responsibility for health. Full exercise of this responsibility,, 
hov/ever, extends far beyond simply responding to the stimuli 
which the health ^care system provides. Ultimately the^educated 
and responsible health consumer must evaluate the adequacy of the 
health c^re system Itself, acting to restructure it where 
necessaify to better serve the public interes^ts. 

In that such restructuring is initiated by forces ou^tside of 
the system, it violates system requirements 0|f internal control. 
Moreover, siilce the system already embodies all avaiUble healt^ 
technology, external efforts to change it inisvitably must l)e 
directed by non-technological' interests. From . this ^perspective, 
effective health education threatens t\]e very foundations upon 
which our health care system is based, and the^ system therefore 
cannot be expected to support health education exempt in ilmlfced' 
i^ays v>rhich clearly serve the System's goals. The proliferatidn 
of commercial health education activities, on the other l\and, 
is compatible with our industrialized free enterprise systtsm, > 
which is not endangered by the probability that such ''activities 
are likely to have ^ only minimal impact on the public's 
health-related behatMor.. 

Although the ideals of health and those of education are 
complementary and humanitarian, the technological systems which 
have developed in pursuit of health place us, as health educators, 
in a marginal position. We have recognized this marginality 
before, usually defining it in terms of coniflicting demands . 
betx^een the health agency And the community, and explaining 
awav dilemmas about our roles as normal phenomena experienced 
by change agents. • 

■ ' - ', V 

Nevertheless, to the extent that the technoldglcallv identified 
goals of our current health care system are incompatible with 
the goals of education, our conflicts cannot be so easily 
resolved. W% must face them in all their force and make s'ome'' 



■V 



ERIC 



hard decioicns in dealinj^ with them, or else accept increasing 
loss of profesaicnal identity as health educators/ meekly 
resigning health education itself to^a peripheral '.part in the 
drama of chan^^e x^hich is occuring throughout our society, with 
or Without our participation, . ' 

*■ • ' • ^ \ 

Perhaps the implications of the S-*R model, fully explored, can 
help us to clarify these issues not only among ourselves, but ' • ^ 

also with others who state a conrniitment to educating- the public 
about health. Utilising the^iiuplicity of the S-R framewoicH for 
analyzing the goals and purposes of such coimnitment, as well as 
the methodologies by which it is to be expressed, hopefully will . 
enable us and the people vith whom we work to make more 
infomed decisions about ^the extent' to which education will be"*' - 
incj^orated in health education and how this is to be accomplished. 
Iffxim approach may also provide a new focal point -f or identifying 
those alliances which we wish to foster and sharpen areas of 
disagreement which refeain to be resolved beforexwe oan join with 
dthers in working toward the realisation of irdeal goals in both 
health and education,* ^ 

Applications in Teaching Health Education 

. . 1 . 

Encouraged by the thought and insight generated through ^ casual " 
experiments with the S«R model in planning, I began to test its • ^ 

use in the classroom too. Results" were equally provocative, 

Much like the informal groups of interdisciplinary planners and 
philosophers, students in analyzing the model's weaknesses b^^tn 
to identify from their own experiences factors which influence 
the learning process. This led into' lively and productive > ^ : 

discussions of the relationships between learning and change, 
wbile it also provided a context for understanding^ the relevance 
to health education of ^those theories which are more concerned ~ ^ 
wit^ the latter than the former. This approach thus proved 
effective in helping both graduates and undergraduates to under- ^ 
stand the scope of health education practice and in developing a 
framework for further teaching, especially in cdtounications and 
the educational aspects of health program* planning, 

• . # < 

Playing with the S~R model, 1 also found it useful in introducing 
concepts of research methodology to first-year graduate students, y 
When just "Experiment - Outcome" was x^ri'tten on the blackboard, 
they h^d diffi-culty in identifying potential problems biasing 
measurement and inte^rpretation of data, I'Jhen I wrote "Stimulus - 
Response" underneath, however, 'suggesting that there was a 



parallel, they qulddy began to point out possibilities that 
outcome 'might be deteWinetl by Something other than the 
experimental var^abl^ being investigated > that combinations 
^ of srtimli might be invpived, that lEeasureirient itself could 
be a stimulus, that response might be delayed or vary for ^ 
different people at different times and under different 
conditions, and so forth* From here, the seminar advanced 

* naturally to consider methods for avoiding ©on trolling 
these problems, and soorf we were actively invofved in studying 
fundamental principles of Research design, 

\ \ . ■ ' • ■ ■ ■ 

Such classroom esqperlmentation led^to another revelation* tfy 
own rejectiori of the' fruitfulness of stimulus-response theories 
. f.or health education had previously led mO to ^ignore them in 
teaching outi of preference for othier theories of learning and 
change. Nevertheless, as xJe discussed the S-R model, student 
comments made me reailize that ray prior neglect of this important 

• thrust in learning theory had left some with the impression that 
health education courses didn't deal with learning theory ^t all. 
Cohsequ&ttly , the expectations of non^majOrs were often so 
severely jatred.that they didn't understand the direction of our 
introductory course until it was half-way over (when fortimately 
some "Ahas" occurred). For the same reason, our graduate health 
education majors felt insecurely grounded in education and 
considerably confused about the curriculum emphasis on the change 
process, group dynamics, community organization, and communication. 
This evidently heightened the annual identity crisis and created 

a credtbiljt-ty gap, in their oxm minds at least, of themselves as ^ 
educators worUing in health. 

With recognition of this problem, graduate students in one seminar 
requested vin intensive review of learning theories. The objective 
of this undertaking vias to identify, for each specific theory, 
implications for health education practice. We decided to begin, 
as xzas historically appropriate, with an e:^aminatlon of the 
stimulus-response grouping. The students were clearly excited. 
At last they were going to be Initiated to the secrets of 
education which the faculty* had stubbornly withheld .from them so Ion 



Until this time, it must be pointed out, my applications of the S-R 
concept had been limited dftly to the presentation of the simple 
model x^ith h^avy emphasis upon its inadequacies. Although my 
conscience had complained that this usage lacked academic object- 
ivity, I had overcotfte: my guflt pangs by resolving someday soon to 
re-familicarize myself x^ith the formal details of f5-R theories and 
the research related to them just in case they offeredVsome yalue , 
£o' health education practice which T had previously 



overlooked^ This intent was reinforced by the pragmatic 
recognition that unless; I ^as intimately acquainted with these 
theories, ray grounds for^ .attacking them were too easily subject 
to question. Therefore with th^ students' request, I dragged 
out the books once more, resigned to re-reading descriptions of 
^ cats escaping from puzzle boxes, rats running in mazes, pigeons 
peckinj? levers, and monkeys playing with sticks^ " 

To ray surprise, I enjoyed it. Equally amazing was the students* ' 
^ reaction. They dian't. They arrived on the appointed seminar, 
day discouraged with the poverty of the S-R theories for health 
education, disappointed that they found few concepts with which * 
they were not already familiar, and incredulous that anyone 
would presume to generalise results fpora experimentation with 
minute animal responses to the complexities of human behavior. 
Their conclusions left them newly respectful of the theories we 
had been teaching in our health educatioh courses, and so this 
exercise brought the icaculty and students closer togeth^i::^ 

Some Prospects for Applying Aspects of S-R Theories Themselveg * 

VJhile the students' independent evaluations of S-R theories 
,agteed with, much of my oi^n previous thinking about them, I 
found that through this most recent review I developed heightened 
^ appreciation for the rigor, creativity, and years of effort with 

which S-R theorists had approached the difficult problems of 
studying learning. » I x^as not so quick to reject their contribu- 
tions, and in fact, sax^ several fresh links with cognitive : 
theories which I felt might provide good avenues for helping 
others to understand principles of health education. Although 
these applications involved some bending. of formal theoretical , 
definitions, I also found myself having rather a good time 
identifying possible ways to apply dfertain postulates from S-R 
theories to health education practice, and this, in turn suggested . 
some nev/ ideas for research and informal experimentation. 

^ . . ' . - ■ 

Thus, for example, I was pleased to re-discover Thomdike's 
emphasis upon the^ importance o£ the situation, his law of learning 
readiness, and his concept of action tendencies. Iftiile I coijjtinually 
rely on these concepts, I had^not paid all that much attentiok i:Cr 
their origin. Being able to attribute them to Thort^dike himself 
would be marvelous ammunition for combatting the "input-output 
mentality," I thought. . . 

* ■ , • , 

I further speculated that Thomdike's view of learning through 
trial and error might productively be ^introduced in discussiohs 
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of wKat^appens to people attempting to utilize the health care . ' 
system. Similarly, his stress bn the importance of extemally- 
• provided reinforcements mig|vt' lead health workers to ^consider " V 

wKat rex^j^rds and punishments ate associated with the seeking =&f * \ 
• health services, and under what conditions the service provided ^ 
is sufficient reward to stimulate' keeping return appointments. 

. ■ . ^ •■ . ■ 

. : ' . 

Tlie review of classical conaitionin^ theory suggested that in 
health education we might do more to involve people in analyzing- 
their own stimulus-response pattetns';which are associated with 
recurrent behaviors non-supportive of >h*ealth, following this 
with the self-identification of .personally acceptable alternative 
responses. This has been tried to some, extent, I know, in anti- 
smoking and weight reduction programs, but I question whethai- ^ 
\)B are using this approach as widely as we might and whethJt we 
have" compared our experiences w^th eacKother on a practical 
level, and on a theoretical level with Pavlovian experiments in \ 
which the dogs had little part in determining how they would , 
respond. • ■> , 

. > ° ■ ' ° . ■ ' ' ° - . ■ 

Since long ago ^ I -had taken a psychology course from Guthrie at ^ 
the University uf Washington, I was particularly pleased to 
^discover relevance in his work that escaped me In my under-graduate 
'years. Now it occurred to me that his concept of the generalised 
response might be useful in* helping health workers to see why every 
clinic contact is important in affe&ting filiture clinic attendance/ 
.The notion that certain stimuli can kead to automatic responses 
might also be useful in training interviewers to become more aii^are 
of factors potentially biasing the data they collect, as x^^ell as 
in assisting health x^orkers to realize that their actions and ' 
experiences can consciously or unconsciously serve as stimuli « 
eliciting both positive and negative patient responses* 

■ -i 

S^imilarly, Guthrie's work on haBit formation suggested the possibility 
that we lAight attempt to identify habitual series of movements that 
become generalized to routine ^responses which nevertheless are 
counterproductive to. the effective delivery pf health services. The ' 
impersonalized registration of patients at clinic desks and the 
mumbled routine with wl^lch medical histories are taken constitute 
two problem areas in which I think i,/e might profitably experiment 
with Guthrie's ideas for briitging ^bout habit extinction. 

.1)^0 Concepts from Hull's intricate theory of learning struck me 
as particularly applicable to health education practice today. One 
is the importance of specifying exactly what kind of learning is 
involved in a task. If we did this more in educational planning, 
surelv we could/ .select our methods and evaluate their ef fectiveness 



with more precision. We also might try helping those who are 
overly enchantecil with edticational technology to take an occasional , 
look at ^.educational objectives by asking them, for example, ' . 

whether^' their pet method has proved most, effective in serial 
learning, transfer learning, or rote learning. Secondly, Hurl's 
concept that a certain threshold must be reached before 
learning results in p'erformanc^ could, I think, be useful in 
helping legislators and progranv aditiinistrators to understand tlifet 
the magic results produced by educational allocations \^ill not. 
necessarily be visible by tjhe en,d of each. fiscal year. 

"a I 

These are onlv a few illustrations of ideas hatched wfiile 
thumbing through already dog-eared bpoks. As I returned them 
ta^their shelves, I found myself hoplng^for the opportjunity to 
subject th&se thoughts, to the fire of other viewpoints in one 
of those intense discussions that one 'can rarely plan-but which 
sometimes unexpecteclly > jlist hapi>en. I 'also resolved to. spend 
some time in the library up-dating myself on current thinking 
and research among leamingv^Jtheorists with the anticjynjatlon that 
this venture would be, at tlie very least, stimulating/^ N^o*^ 

S-R .Theories' in t^ealth Education Today 

The chance to debate S-R theory came" sooner than expected, arriving 
in the fdtm of a lanky and likeable graduate student in nutrition^ . 
whose undergraduate major was physiopsychology^ John had done well 
in an introductory course in health education for nutritionists, and 
dieticians, and so I had fnvited him to join me in teaching the 
course another time around. 

As we started to >plan , together, John stated his strong opinion that 
the course should give more emphasis to leamilng theory. "^Ine," 
I agreed, an.d, asked him which' theories he thought we should stress. 
"V/ellf yon knoi>7^ learning theory, *' he said. "But there are so many," 
I ansx^ered', 'In John's view thete was only one — Skin^r's operant 
conditioning. t*'^ ^ " 

^. ^ ^ ■ • 

He was convinced that health education offers- little promise for 
changing food habits and improving nutritional status except thXQUgk'- 
behavior modification techniques. Although he personally had not 
been involved in programs using behavior modification, he had hearcf 
of many success stories and his undergraduate work with rats had 
shown him how effective behavior modification could be. Visions of 
Beyond Freedom ^nd Dignity surrounded me as I asked John whether 
he believed at all in man's ability t^control his own behavior. 
Tlie intense discussion I'd been hoping for uas underway.^ 



The prospect of working with John for an entire academic quarjter * 
sent me to the library in a -hurry, I made a, beelinec for 
Psycholog ical Abs ^ tracts and spent a long afternoon getting a 
feel for the literature on operant conditioning over the last 
several years. .It is enormous .and obviously g.ro\^ing. Animal ~ 
studies still abound^ but ii;icreas4ng. experimentation with , 
people is ^videnl. Beliavior modification was added as. a separate 
index heading in 1972, -with crossrreferences to a number of^ 
other subject areas. 



I had expected to find a good deal of hinnan research in behavior 
modification with the mentally ill and retarded, but was surprised 
to see so much classroom work with school chij.dren reported. Of 
particular Interest was the discovery of a small but expanding 
literature on the utilisation pf behavior modification techniques 
in training programs, including the development of group discussion 
skills and parent education. My hair almost stood -on end, however, 
as I pick-ed out an emerging trend toward the application of 
behavior modifitation to health problems,- especially by nutritionists 
and nurses. l>/here are* we, as health educators, in this development? 

I dp not mean to imply that we should plunge headlong into the 
utilization of behavior modification techniques ourselves, but 
^ certainly if we are to present ourselves as health education 
specialists, we need tp^Jbecome familiar with this methodology, 
the ways in which ^t is beitig applied in health, and the results 
which are being 'obtained. Moreover, we have a respons^ibility to 
help define the situations in which it may be effective and those 
in Which it m|y not, as well as an ethical obligation .to point out 
the implicati<|3ij||st^^ use. All this will require understanding 
the theories of opferant conditioning, classical conditioning, and 
observational learning upon which behavior modification is based. 

'Against the background of my discussion witTpJohn, my afternoon, 
\n the library, and ^n accumulation of other indications j I am 
convinced that this is an urgent challenge -^o health education. 
Behavior modification may well be on its way to becoming the 
latest fad in health Jeducat ion, even though research supporting 
this deyelopment^s as yet scarce. ' The premise of the "cure-all' 
in education, as In health, ±s too attractive/ and the pnsslbility-- 
of controlling the behavior of others, even for "their own good," 
is too. appealing to our technological society and its input-output *. * 
mentality. 
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This larger issue is by no means igijpred by learning theorists, 
who are debating behavior modification on phllosphiG^j/as we^ll 
as experimental grounds. TheTlong^-stahding division betyeen / 
the stimulus-response and co^itive psycholojiists thus continues, 
and as such represent^ ^another facet of the deeper question 
permeating our society about the degree to which, people's actions 
are — and can be— -controlled Ijy external forces and the extent to 
which they* are — and can be — ibn trolled by the people themselves, ^ig^ 

Until a commonly accep.ted theory of human learning and behavior 
is-developed, answevrs to these questions depend on both fact , 
and value. As educators in health, t^e need to ask ourselves . ^ - 
• i^hat will be our contribution to the distovery of fact and where 
will we stand on the matter o^ value. 




S-R Theories as Gui^des to Health Education Practice 



In health education, t<re have drawn upon a 'variety of theoretical- 
position's to provide a framework for problem analysis and solutioni 
Although we have^ found certain concepts from S-R theories 
fruitful, we have probably not been as systematic, rigorous, or 
evaluative in their application as we jnight. Moreover, we have 
tended to reject these theories in their totality as adequate 
guides for our practice because df thiBlr lack of focus upon 
the processes through which learning and change occur. 



Tlirough challenging the S-R paradigm directly with those whose' 
notions of health education seem to be based upon this simple 
model, I came to the broader understanding that theory provides 
more than a pattern for our own practice to- follow. -It also can 
serve as a tool to question and, evaluate the practice of others. 
To use theory most effectively in this way, however, we must be 
intimately famifiar with it. This, in ^turn, can lead to nw 
insights to guide our own pf^ctice, not only as these are 
derived directly *ffom theory, but also as y they emerge out of 
disagreements with it. , 7^^/— — — r"^ 

- The fundamental division between S-R theories and other learning 
theories concerns the role of the individual in determining the 
goals of learning and the direction of change, as well as the 
processes "through which learning and change occur. In that 
this disagreement also Mes at the roift'of m^any current issues in 
health education practice and in our society as a whole, clarifying 
our theoretical position may well be the most ^effective step we can 
take in developing more adequate guides to practice. 
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PARTI CIPATI OM BY THE IHDI7IDUAl\h COI^MronTY PROBLEM SOLVrgCx 

■ • . ■ • 

This paper contains abstracts from five unpublished papers that I 
be3,ieve were J^yswgaiderian in character in that the philosophy devel- 
oped grew out of Dorothy's early insistance' that health education 
.was synonymous with commuhity and/or citizen participation; 

, - ■ 1 < {j 

The thesis I am proposing is this: 

Citizen participation must incliide control andw.autojapiny 
by the individual over. those activities and decisions 
that concern his own and his family's velfare. The iri-^ 
dividual must, be able to mahipulate thfe system and not ' 
be manipulated by the system as many of the minority 
group-ciiembers and other citizens of the United States • ' 

are todayv^ 

Hopefully, the concepts and ideas expressed in this paper will con- 
tribute to this goal. , ~ , • 



My experiences in the last eighteen years have been ^ith the Americ 
Indians of the Southwest. - While it is my opinion that much of what 
I am going to present is applicable to other ethnic minorities, the 
philosophy, concepts, and experiences t^o be described will be based 
on a long association with those Indians residing in the statTes of 
Arizona, Nevada, Utah, 9.nd certain parts of ' California. 




The Phoenix Area Health Education program does not follow tHe more 
traditional lines of .^health education as found in state and county 
Health Departments or similar health education programs. We are more 
coneerned in developing participation of the Indian population in 
j)rograins tttat concern their health and/or are health related. It 
-se^ms to me that the only people who can solve' Indian 't)roblems are 
the Indian people themselves. Therefore, our. healt^h educatfpn 
efforts are directed almost entirely t6ward encouraging Indian 
volvement and helping them develop problem solving skills 



in- 



In April, -1969, I had the pfbasiire of co-authoring and presenting a 
paper entitled , "Community Participation as an Indicator" of Develop- 
ment aKnatage''-^^ '."^^ at the annual meeti'ng of th§' Society^ for Applied 
Anthropology in Mexico City. The basic hypothesis described in this 
paper was developed as follows: 
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In the past 10 years the emphasis "in the Indian Health Service has 
"been 'Shifting from hospital clinic-oriented treatment programs to ^ 
community-directed preventive health programs. A guideline thesis 
is needed, therefore, to develop,, predict, and evaluate the results 
of these new programs/ A history and case study analysis of tribal. 
and*village development programs over the last half century su^^sts^ 
an hypothesis and methodology for developing, measuring, and predicting 
doinmunity problem solving ability and community responsibility for 
" directing its ,'o\m preventive health programs- The hypothesis des- 
cribes the kind and extent of community participation necessary 
before the commi^nity will take the responsibility for a health j)ro- 
^ gram. The hypothesis is this: W hen. members of a community or 

local gro,up gescribe a program as their own as opposed to belonging 
ijO an outside group or change agent, they will take responsibility 
for -directing and maintaining it after the change agent has left* 

*Tn order for them' to come to call a program their own, -the members 
must participate in some combination of the following aspects of the 
program's development : . ^ . 

1) They have to come to accept the initiator or chang^ 
" agent" of the^evelopmeiit process as a person who can 

be trustedV who has demonstrated concern for the well- ^' 
' being of the community and has respect for, its members 
and their potential for developmental change - He'must 
-possess the knowledge ; skills , and potential resources 
sufficient to help -tfiern^ solve the problems. Once the 
-cha,nge agent has been agcepted by the community the 
following kinds of participation can be initiated. 

2) p The community members have to help identify the problems * 
^ that they wish to resolve . 




^ ^. 34 — Th o j com munft^rnmCTbers "must partTcjpa^e in planni_ng_^ - — 

^ l^^e^^aj^ solution to the problems tja^TTielped to identifi/* . 

h) . They must believe there will be benefits fo3f themselves 
derived from the program's success . ^ 

' , 5) They must be allowed the time and opportunity need^ 

. to adapt the planning, organization, project, and • 
* evaluation to their own socio-cultural life ^ 

6) They must recognize as ^bk^ir own the organization and 
its functions responsible f^i^carrying out the program , 
and then participate thj?6ugRp^ 

7) They have to accept the r^jiQoY responsibility for organ- 
izing and carrying. out tfie pi^ogram solution and do the. 

^ *vbrk themselves or select those who do. 
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8) They must come to decide whether or not new skilj^s 
and technical knowledge are necessaryvto carry out 
their plans and they have to identify„and obtain ^he'" 

o > resources that can assist them . . " ' 

9) ^ Finally a they have to recognize the results of their 

ef gorts , success or/ failure, as their own* 



These are probably not' the only^critical aspects of cpmmunit^parti- 
cipation necegsary to transfer change agent initiated-developmeut 
to the community's jurisdiction, but they appear* to be fundamental 
to tfife prbblem%described above. . The above hypoth'esis sets o^t ^the 
kindf^f community participation necessary^ to. transfer program plan- ' 
ning direction ^nd inrplementation from professional adininistpatprs 
and technicians Ibo the local people and the kind of communiiil^ -involve- 
ment that encourages the growth of ^skills to cope with non-t;rsLditional 
demands • • . . ^ ' 



A theoretical explanation of the hypothesis would have to^involve a 
di'scussion of two or more Societies confronting each other through 
selected members in a contact situation. ^The wider and more intense 
the cbnflict between them, the more attention is paid to who possesses 
the elemehts -of power and status. These elements may be" organizations 
positions in organizations ^ persons , programs in the process of devel- 
opment, facilities, equipment, funds, etc. that belong to "us" as 
opposed to "tl:\em". ' Such distinctions between elements ■belon'ging to 
either one society or the other, become more evidetfE' to the observer 
when members of one society believe-^ttrat the activities of^hb ojbher 
society are threateiirng'*^heir most valued institutions. Recognition 

"possesses the elements of power has survival value for 'the 
jnembers of the threatened society &r group. The decision whether to 
resist or to cooperate can then be directed toward the appropriate 
elements. The elements themselves pay not be threatening except"" as 
they are controlled and used by members of one or the other society 
for purposes that threaten. Fdr example the Papago C6ramuni\;y Health 
Representative program, an element in the Papago-Anglo contact situ- 
ation is viewed as less of a threat to Papago tribal life than when 
'it was originally proposed as a pilot project by the In(^g^n Health 
Service. The trit^ is now taking greater control and r|pponsibility 
for their CHR program. Slowly it is being run more and more^by the 
communities and us'^d for their own purposes. Similar programs ,^hen 
run by a federal agency, have been/ viewed as a direct threat to . \ 
village community life. This view reflects their past exp^rieplce with 
too many pijbgrams carried out - for the purposes of the ^dominant" society 



In the period following, the development of the hypothetical^on^tructs 
referred to, I have come to believe' that a further extent ion of the 
concept is needed. ' ' - . . 



In. the earlier paper the^ emphasis was directed toward establishing 
several sub-hyj5otheses that described the kinds of participation 
that menlbers of the cbinmunity would undertake in order to achieve 
the program goal as outlined. Unfortunately*, too many of the 

*^ resources and 'change agents working with problem, communities honestly 
feel tha-t they have involve^ the people. .in the;, planning and 'decision 
making, when,, in .fact, they have imposed decisions up®i> them* If the 
change agent is really concerned in helping the depressed population 
achieve the goals outlined in the hypothesis, i-t woiild seem to me. 

Xthat there are six ■ additional objectives that need to |)e achieved 

♦ a^ follows :\ - ^ ■ ■ . 

■ ■ ■'. , ■ ' . ;■ ■. ■ 

1) ^ To Help the Indian peoJ)le resolve some of the over- 
. ■ whelmingly'actrce problems that tjiey face, dailf that 

affect the individual or group welfare ; examples of 
the se<> problems would be serious illness, depriyation, • 
child neglect, hun^r, acute alcoholism, disaster , 
*' ot others. • * ' ^ . - 

2) T o assist the* Indian j)eople in identifying and seeking 
resBiUrces , then provide consultation and guidance to^ 
individuals and families. Such ■ consultation and, 
guidance would involve community members in' the steps ' ^ * 
and procedures taken in the problem^solving process. 
This could eventually develop the necessary expertise 
among grassroots people .so they can solve these problems 
themselves. Examples of these problems would be— - 
chronic ^illness , malnutrition chronic alcoholism, \ 
poor housing, lack of job skills, drug use., and *^ - 
similar needs. . - ' 

. ■ " . . " ■ ° 

3) To develop the family as a unit^ for -problem-solving; to 
, strengthen the role of the family head and develop a 

concept of unity and mutual support among family members. 

k) To develop the appropriate group-^-^s family, community, 
neighborhood — isat6 an organized problem-solving unit. 
This would be accomplished through regularly scheduled 
forum-type meetings. < . ^ • 

5) To develop a communication bridge vlinking-l!he Indian and 
non- Indian community anc^ its resources (specifically, 
those resources that^ affect the routine matters of con- 
cern: economy, education, welfare, physical environ- 
ment , health, social -psychological^ relations , as well 
* as others) . The objective of this, portion of tie' -pro- 

ject would be to provide opportunity for the adult 
coramunity members to experience those personal contacts, 
> ■ I parti cip~a1:B--i4^^--graii^^ observe- how staff and 

members of organizations c~omrer^d..wi.th problems approach 
the solutions. * ' ' 

. : ■ ■■■ ' . ~ 51 ' ' ' . 



.6) To develop more fiilly the concept Qf toj^al involvement of / > 
the entire coimnunity, including men , women^ and. childreni',^ 
in the problem-solving, processi; ' If^Ve are ^ver goinp- to ^ * 
resolve the problems cheated by'fp,^ternalistic bureaucratic 
institutions vhere tfte '.system continues to 'do things to 
, or for people, we must explore <^ther approaches to probl^em 
solving. ^ , . -I , ^ 

, • * , " " » • ' " '•'^ 

HOW JOES 'MB ROLE OF THE OMBUDSMAN OH ADVOCAlgE FiT ItJTQ THIS ' '\ 
HYPOTHETICAL CONCEPT? V _ ; * ^ 

It seems to me that the- traditignal "0i(fbudsiijan/Adv6ca*te role^^woijld 
perpetuate the paternalism that init&Lly create'd. the problem for ' , 
which the ombudsmjan/ advocate is^ne^dedl ^R^^ej^ experiences have * : 
convinced me that'd further adaptation 'of 'th^^Vpntifept of Ombudsman/ 
Advocacy is needed. : ^ , # ' ^ 
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Because the Indian people had, r^jwritten. language , communiqations , 
historically amenjg the Indian ^jeople ,/-^fad^ primari^iy^aral^ ^ have 
. found thapb traditional health education approaches and .^material des- 
cri"Bing diseases and^ health concepts in -writ-ten ^fprm have less of an 
impact than they would fiave on most other population groups. Also, 
because the majority of the Indian populatipas with whom we work aire 
small, discrete pbpulations, we have found that the to>m meeting or 
forum approach is -very successftil and much of our health education 
activity is conducted in this^kind/of 'a setting.' 

Unfortunately, the historical relationship between the Indian com- . - 
munity members and the dominant society has created what could be 
called a /'dependency syndrome". This phenomenon can be gbserved in 
most Southwestern Indian communities. In the extreme it resembles . 
very closely Durkheimb concept of Ariomie. < . 

This dependency syndrome is an outgrowth of the kind of paternalism 
that developed over the long association of the Indian people with 
the dominant culture. It is fostered, promoted and develope4, rn m;\?, 
opinion/ through the concept of "experts" ; the expert , in this 
capacity, plays, the role of. doing things to and for the Indian people. 
In^fact, the exp^t feels that the Indian people are incr^tpable of 

. resolving their own problems, -and, as a result, musf^^be lt*eated as 
children. In addition to creating the dependency syndrome, this 
kind of relationship is most demeaning. Among' other things, it 

^communicates- that the expert has little respect or confidence in 
the individual with whom he is dealing and it is impossible to ex- 
pect ^any 'kind of prpgress- in this kind of an environment. Unless 
one has respect and^ confidence in the people with vzhom he is workin<^ 
th^ job is p:retty futile. * _ . 
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How can \re utilize "the expert" and still help the participating 
community and/or citizen get and retain control over those activities 
and decisions that concerS"4ri.s own and his family's welfare? 

*• . ' 

I thinlc that the description of hoi-/ the Advocacy Team Concept was 
develt)ped and followed "by the ^'core team members" in the Payson 
Project is* one way, ' " * ' 

In working with a small group of Tonto Apache Indians .(20 families 
or approximately 80 people) in Payson, Arizona, the concept of the' 
4dvocacy evolved as a result of meetings held over a 

^5^^* four-year period. Very briefly, commun^j^r meetingg^ including men, 

women, and children were held on a regularly scheduled basis. The 
primary objective of the meetings was. to involve the community 
members in problem-solving activities, a^nd develop participation 
and leadership within the group. At the same time, those resour.ces 
concerned with problems of a depressed minority were invited to 
participate in the meetings. The philosophy concerning Jhe role and 
function dt the advocacy team grew out of these meetings, 
p . ' ■ J 

*H tie- . ' -f 

'When -.working with people with problems, particularly those who have 
/- had long exposure to -paternalistic .bureaucratic institutions, we 

have all experienced '^the great ne^ for dependency on their part and 
• reluctance to change, ^A feeling gf hopelessness, not unlike Anomie, 
' exiats among the members of the depressed community, - 

In addition^any of us, myself included, have been reluctant to 
relinquish ■'tfe^les.der ship role that we have worked so hard to achie^/e 
in order to help those we feel are less fortunate than us. However, 
in order for the advobaqy team concept to function, it fs essential 
that those, in historical leadership' roles , e,g, experts suc!i as core 
team members, clearly see their role aS consultants and resouyces 
to the Indian members of the team, 'Unless the core team members 
recognize that the community members must solve their own problems 
in order to achieve self determination and break the ^hackles of 
\ dependency, there can be little hope for success. In Payson, the 
core team members- not only gaw themselves in this role, but also 
supporte(J and stressed the self help concept where the Indian 
people made the decisions. 
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For purposes of clarification, the "core" o^ the advocacy team is 
described as those individuals who possessed the kinds of skills, 
expertise, and competencies not found in the jgayson Tonto population . 
The core team membership consisted of representatives from the follow- 
ing disciplines: Anthropology, Architecture, Education, Health 
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Education, IndUDtry^ .hm^ ond laot'tut certainly not leaot^ outside 
es^erieneed Indian tribal leaders^hip. These outsiders provided 
the theoretical and practieal e^iiperienee and esipertise so necessary 
in a project of this type, , - 



Hovrever, the Advocacy 'Team included all of the members — meiij immen, 
and children — of the Apache community ai^ irell. All decisions — even 
those considered to be of little importance — ^T-rere made by the local ' 
Apache community iifeiabers or their designated tribal representatives. 
The decision td' function in. this fashion had much to do irith the 
forming of the advocacy team philosophy. We^(cbre team members) 
identified ourselves as resources and consultants , not- as deci.sion- 
malcers . ^ In a sense \Te functioned as servants to the Apache community 
and have continued to act in this capacity. 



, In conclusiony I would like to restate my introductory remarks— the 
real goal ^s. /or the individual to get and retain control over those 
activities » and decisio-ns that concern his o\m and his family's vrel^- 
fare. Control in this frame of reference means when the Indian 
people describe a program or activity as "theirs" rather than belon- 
ging to .outsiders ; when the resources s<r ^experts are invited to 
participate — to contribute, not dominate; when the Indian people 
malte the decisions, not outside authorities; when the local Indian 
people are recognized as intelligent, able, concerned members of the 
community; when programs and activities* are conducted by the Indian 
people themselves in a-tdembcratic fashion, where concepts, ideas 
and recopnendations are solicited and encouraged, not discouraged. 



V/hen this hai)pens,we will have reached our goal. 
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IN SUMMARY 



There exists a/ considerable diversity of vieys dn health education 
of Aborigines in Australia* In^nthis paper, the author presents some 
information concerning the nurses* perceptions of nurses in their ^ 
heoltji education ro^s . The ;results of the stjidy lead to the for- 
mulation of two modelis of health education; the infonnation-givinp; 
odel, and the human and community development model. The salient 
features of these tw models and their implications »in terms of 
sta^ff-training of both European and Aboriginal workers in the health 
field in general ^ and in health education in particular, are 
discussed. 4 • 



INTRODUCTION 



In the Northern Territory there are about 2^^,000 aboriginal people 
who live mainly in small communities of between 50 — 1200 people. 
Their^ajor health problems are: gastroenteritis, respiratojy infec- 
tions, malnutrition, ear and eye infections, leprosy, hookworm ,>^and 
tuberculosis. - * . 



The factory thmt produce these conditions include: poor physical 
facilities, such as housing and. sanitation , low socio-economic -s-tatus , 
cultural change and social disintegration (Rowley 1970) ; and problems 
associated with the use of alcohol. ^ ^ 

r 

Efforts tQ^improve aboriginal health will have to be directed towards*: 

1. The physical and social conditions- of living: e.p;.., 

housing, environmental sanitation and work opportunities, 
6 economic independence, education and recreation facilities;. 

i 

2..' The human aspect, generally known as health education: 
i.e., involvement and participation of the people . 
; themselves in the improvement of their health, so that 
lasting changes occur. 

3. The technical aspect: i.e., the provision of medical 
axxd health care. 



The aim of this paper is to 'analyse the health education role of the 
nurse, who is an irr)ortant member of the health team in an aboriginal 
community. Her perceptions of her role in peeking involvement and 
part^ipation of the abo£ijp.nal people is the basis of this analysis. 
Information about the nij^fse and her functions is' first presented. 
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THE HUBSE MP HER FU3)ICTI0NS ' ^ . 

In the larger aboriginal communities, the nursing and aboiginal staff 
members carry out the functions of basic medical axid nursing care 
together with preventive measures ^and luteal th education. Regular 
visits are made by, a visiting aerial .medical doctor to see ne^7 patients 
referred by the nurse or fo follow/ up previous patients. In between 
the doctor's vis it s^^^ the nurse can disguss cases, or seek advice over 
the radio from the Aerial Medical Service: Visits are also made by' 
specialists, paramedical personnel j and other nurses on occasion. In 
the smaller communities Yegxilar visits -are made by -a mobile health 
nui'se and sometimes the aerial medical doctor. 

The nurses who elect to work in aboriginal communities bring x^ith 
them a^varying degree of experience. Most of them are trained in one 
of the nursing schools in other parts of Australia, but some are 
overseas-trained. Most of them have had the benefit of adfLitional 
courses such as ififant health, ndd^jlfery and public health. A con- 
siderable number have worked overseas, in Papua DIuiginij Asia, Mrica^ 
or with the aboriginal people of other states. 

The nurse's motives for working aij^ng Aboriginal people have not ^een 
studied, but include the desire tglhelp Aboriginal people^ broaden 
personal experience, share in the excitement of rural health work, 
see the country or .because her husband is taking up a job in an * 
aboriginal community. 

%: 

FINDINGS m TORSES ' PERCEPTIQEfS OF CT^IR HEALTH EDUCATIQ]^ ROLE 

In the early part of 1973, a questionnaire 'was sent to all nurses 
working in the field. It specifically sought their 'Views on health- 
education and their needs for training in this aspect of thi^ir vjork. 
Their response was good, and replies were received from U2 nurses. 
I have summarized the findings as follows: 

A. Pen^ptions of the health education needS of the Aboriginal 
people. / ^ ^ ' 

l) There x^as considerable agreement on the health education 
needs. These were diet and nutrition, budgeting^, per- 
sonal hygiene, child care , mothers' health, preventiorl 
of diarrhea^ sanita1;;ion , and awareness and understanding; 
of the necessity to seek early treatment for sicknesses. 
Depending on t/here th^ were working, some n-urses . also 
* perceived hookwomrv abt(ise of alcohol, and eye problems 
as important health problems. . ^ 
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B. Perceptions relatiW^to their health education role, ^ 

1. Importance o^Vj.nformation-gi'ving' role. 

There. was general agreement that aboriginal people 
need much more information about achieving and 
' maintaining health. Most respondents perceived 

themselves as important sources of this information. 

es such as these were received: 
"I teach them about the harm done by flies, and 
how to look after the facilities provided for 
them," "I needV^nformation in tjae'form of pre- ■ 
g pared leaflets I «could use for instruction," 

2. Authoritarian versus non-authoritarian relationship^. 

Information on the type of relationship was obtained 
* ^ indirectly. A considerable degree of authoritarian- 

ism was evident from some of t^e. replies; "I do 
remind them (aboriginal people) to pick up the 
rubbish." "There Is no discussion, or very little, 
I show them «and tell them how to look after sick, 
children properly." ' - 

On the other hand, some were totally non-authori- 
tarian in their aj)proach: "Until they (the abori- 
ginal people) really want our "advice (which they 
feel is degrading to ask, sometimes) we cannot 
force it on them." "I tiy to, foster a sense of ' 
their owr\ worth and, consequently, retention of 
dignity," 

3. Individual versus group or community approach.* 

Most of the respondents stalled that they carried 
out health education^J|tivities informally with 
a person-to-person approach, "The only method I 
have used is informal person-to-person discussion," 
"I speak to them individually when something is 
vrrong , " 

Group activities such as talks, demonstrations and 
films are planned. Some respondents regarded the 
involvement of the commimity as important, "Consult ^■ 
with the Aboriginal community and Aboriginal Councils'" 
for THEIR ideas^ and advice, and heed them," "Too 
many things ar^\planned for 'these people ('Abori^rinal 
people) vrithoutMhem knowing anything about it — one 
reason for the resentment .towards our ideas and help.* 
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Health edtication activities in the Clinic and 
outside the Clinic situafci^. ^ 

Most off t^e respondents stated' that they use 
^ the cirnical situation for teaching purposes: 
"I give the motlier advice when I am treating 
the baby." "An attempt is made to malce every 
exaininatiop .an e^cational experience." 

Non-clinic situations ^^ch as meeting people 
in the shop, on the x-ray Vo work, at church 
meetings, and 'on fishing trips, vere also used 
as opportunities for education. 

5. Amount of time spent on health education. 

The replies to this revealed a wide variation 
in the amount of time spent in health education 
activities (See Table l) . As' expected, laany 
were unable to state the exact proportion of 
time they spend on health education It is sig- ^ 
nificaj^ that 12 out of U2; i.e., more. than a 
quarter of the respondents , claimed- that they 
spent .25/? or more of their time in health 
education work. 

TABLE 1 PROPORTION OF TIME SPENT ON HEALTH EDUCATION BY NUMBER " 

r of' RESPONDENTS . 



Proportion of time spj^nt on health educ. No. of respondents. 



Little, to below 2^% 12 

25^, to below 50^ ^. . . i 11 

50^, or more • 1 

Variable • • • -18 

Total.. V . 71*2 




C, Perceptions of barriers to health education programmes 

The barriers to health education as perceived by the respon- 
dents fell into the following categories 
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* !• Working in a cross-ciiltTiral situation — 

* ' The majority of respondents were very aware of 

cross-cultural problems. 

16 respondents perceived that they had inadequate . 
' « knowledge and understanding of aboriginal- people. 

15 respej^erits perceived that their inability to 
spealc the^Caaaguage was a barrier. 

J. > 

2 .respondenifs perceived mat, they had difficulties 
in establishing rapport. Examples ^of statements 
made: "I n^ed a deeper knowledge of the 'cult urje 
of the people and theijr language — ^^it ,all takes „ 
a great deal of time to learn." /'I feel the 
^ . culture gap and lack of knowledge of local customs." 

2. Educational M^'thods and Materials — ^ 

18 respondents perceived that they had insufficient 
teaching' aids such as posters, pamphlets, pictures 
and films, especially those with an aboriginal 
background (See Table 2). 

9 respondents felt that they needed training on 
educational methods to be effective in their - 
health education work. 



TABLE 2 RESPONDENTS' REPLIES CONCERNING EDUCATIONAL METHODS 

■ AND MATERIALS ' . ' 



Respondents' Replies ' No. of Respondents 

Insufficient teachi^^aids f. . . . .18^"**^ 

Inexperience in education methods 9 ' 

Lack of educational equipment... . . . . 6 

I^ack of buildings k- • 

Inadequate knowledge of how to motivate 

people 2 r 
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3. Inadequate time available — 

7 respondents felt that lack of time was a problem. 

^ . -kk- 



"Y® need time to establish good relations with 
g, the people, and this is not often available." 
"I do what I can (in health education) when I 
am free from clinical duties," 

k. N6 convenient means of transport available — 

Some aboriginal groups live awiy from the main 
settlement area, and 3 respondents felt that a 
vehicle was needed for travel t6 involve them 
in l^ea^th education activities, 



5/ Inadequate physical facilities — , 

Several respondents emphasized, that unless 
adequate facilit'ies, such as housing, toilets , 
and water , supply are available, health educa- 
tion programmes relating to th^se problems ^ 
are unlikely to be successful One respondent^ 
who [worked amongst a relatively sophisticated 
groite, stated "they, (the aboriginal people) . 
knowVla^what they want are the facilities to 
«put intov practice .what they know." ' 

D. Perceptions of involvement of other, staff in the area: 



L 



The respondents, were asked which other staff members could 
V be utilized in health education* 9 respondents mentioned 
members of lopal committees, such as village coiyjcils and 
^health committees . 9 respondents mentioned local manage- 
*ment staff members, such- .lis the superintendent, store- 
keeperv^and hygiene supervisor. 7 respondents mentioned 
teachers.. 2 respondents stated that they, worked with 
linguists, particularly i^ learning the language or in the 
production of visual aids. 

E. Perceptions of involvement of aboriginal staff: 

Most of the respondents had aboriginal staff members in 
the health centers. They assisted the nur$e with nursing 
functions. The respondents perceived, the role of their 
aboriginal staff members in health education as interpreting 
for the nurse, conducting teaching sessions on their own or 
under supervision of the nurse, and follow-up teaching, in 
the camp. "I use the aboriginal staff to explain (health 
matters) to people in thei r^-own langu'age r " • 
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Already, several respondents envisaged a wider 
role for the a'boriginal staff* One respondent 
stated, "I think we should aim at making"^ the 
Aboriginal Txealth worker replace the European 
health worker." 

F. Perceptions of the need for training in health education: 

It was evident from the information presented under 
(C), i.e., "barriers to health education, that a con- 
siderable number of respondents were aware of their 
• own short-comings in working in a cross-cultural situ- 
ation and would like to have further preparation for 
health education work. - • 

/One respondent said, ^'What-^has "been learned "by a nurse 
in the course c^f training. • .ha.s "been in the .context 
of ill-health — not as a means of preventing ill-health • 
I feel tha^t a positive 'prograaime of training for health 
education' is required "before they (the nurses) can b*e * 
expected to carry out efficiently the task of educa- 
ting others 

^ Regarding the most suitable length of time for a cotujse' 
in health education, the majority of respondents saw a 
period of two weeks as adequate, although a few would 
prefer a longer period. 

Two respondents suggested that' a small team including 
Experienced health educators should visit an area for 
a week to conduct training programmes locally . ' 

DISCUSSION OF THE FINDINGS ^<f^ 

This study reveals that the nurses who replied to the questionnaire 
held a wide range of perceptions ofi health education approaches and 
activities, as well as their role in health education, McCloskey 
(1969) has also observed this: "there is confusing diversity of 
opinions, ideas and feelings concerning health education,, and par- 
ticulai^ly, health education of aborigines.,/* 

The results of this study led the author to formulate two models * 
of health education ("^ble 3) to represent two different aj^proaches 
It is hoped that discussion of the models could lead to a clarifica 
tion op health education concepts and practices. 
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SomCsalieilt features o'f the tw models : ; 

' *A- * pft#'- Stresses information-giving', and the other human relations 
*Sfid community development. 

< . * * * 

Rese^LrcH into human "behaviour (Hochbaum 195.8 and Knutson I965) 
h^- shovn that juerely giving information is unlikely to lead, 
to^ action,' unless the readiness* to act already exists., More- 
ov.er, "tfest^rn concepts Of disease, such as the germ theory 
and individual responsibility for health, differ from tradi- 
tion^al concepts of disease, and its management (Haijiilton 1971 
k aad fiastvell 19^3). ^ 



Studies in' human'^relatiQns and community development (Cartwright 
19519 Batten, ^965^ -teveal that ^ group ^influence is an important 
*^f^ctot^^n"^tt±t]x^e and "behaviour change. By involving people 
4 ri, "plarini«r^ this ' change, resistance to nev ideas can "be re- 



duced.*£< 



B> AutVori^Cari^Ti-^^non^^uthoritariah relationship v • - ^ 

' \ JIhe *)iuitse" is g^iferally regarded a high status person, the 
*'^^%ister"V''"by the Aboriginal people^ In her interaction vith 

the a,"l>originai people, an authoritariar;-type relationship tends 
:%o de'^^lo^ (Fraiici^/yfet at 1971) - It is possible to bring abou^ 
.sub*st^tial cLiange^an\&ehaviour Vithin a short period through 
- . ^."^^n ,a§.-fehor$ta^S^ a^i-Qach.^ (Clements i969) noted *thg.t . child 
iu , 41j^trition was' bet"i^*§r in a settlement where -a highly regimented 
1* ' ^-.Syst^^m t^ra^^j, adogtel^;,^ However, he questioned whether any per-* 
^- ^manent ' ^l,darning'^;^^ens,uet3r, and at what cost in terms of - human.' <^ 
rej.atid^hlpp - * . ; ' . . ' 
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.'^Sii^s stucfy rmses- several pertinent ^questions : 

'Which jupdel of<he.aJi<th education, is more appropriate for aboriginal 
U coimm^'ties'? ^ . \ . , _ . J ' - • 

Who should^^be involve^ in the health education program? 



What%type of preparation is needefd for the health education r61e?, 

Hov^can the Aboriginal people be encouraged tq assme a greater 
role in health and health education programs? 



Each of the abpve quest io-ns will now be discussed "briefly • 

A- \'7HICH MODEL OF HEALTH EDUCATION IS MORE APPROPRIATE 
' FOR ABORIGIIJAL COMMUIjllTIES ? 

in answering- this question, consideration has to "be given to 
the following: How do the aboriginal people view, learning 
in the tradiiSLor\al setting? How are new ideas and practices 
adopted by inmviduals in conimunity? VJhat. is the policy re- 
garding the advancement of aboriginal people? In the tradi- 
tional setti.ngs aboriginal people teach their younf; mainly 
through involving the young in various situations and acti- 
vities like corroborees*, food-collecting *and hunting, poin- 
ting out social relationships with their privileges and ob- 
ligation^ i by storytelling, and-so on* This approach to 
teaching tends to be, informal and more directly related to 
the "present" thaii the "future" situation, and the reinforce- 
ment to learning is immediate (Hamilton, 1970)- 

Studies oii diffusion of innovations (reviexfed by Rogers I968) 
indicate that the adoption of new ideas tends to be related 
to certain personal, social and cultural factors, e*p;. , per- 
sonal* sources of infonnation, especially from opinion leaders, 
are important in the spread of an innovation throughout a 
community; cultiiral beliefs in relation to "hot" and "cold" 
water can act as a b^arrier to the adoption of boiling (V/ellin ° 
1955). ' . * . . 

Foster (1969)- holds the view that new health behaviour has 
a good chance of being adopted by the community if it can be\ . 
integrated easily into the existing pattern of behaviour^:^ In 
• the Aba^fginal community , where the bonds of relationship are 
still strong, new health ideas and practices may stand a- 
better chance of being adopted and maintained if these com- 
munication channels are used. 

The human and community development model is consistent x-zith 
the present policy of self-determjLnation (Coombs 1972). Through 
participation in solving their problems the cofaraunity can 
develop a greater sense of responsibility and solidarity^ 
(^yswander -1956) . 

^ ^ ' ' ' 

Assxaming th^ validity of the above arguments, x-rhich strongly 
" favour the human and community 'development model, ^should the 
infomation-giving^odel be discarded? Not at all, for the 
follox-xing reasons: Firstly ; certain parts of the^tx-ro models 
are not antagonistic. Concepts such as individual or group 
and comm^ity orientation, and authoritarian or mutual par-;' . 
ticipation types of relationships are relative, being parts 
of a continuum. ^ Through a better understanding of these ^ 




concepts the health worker can develop a greater sensitivity 
about her role» t 

Secondly*,, in practice, certain techniques used in the infor-* 
mation-giving model may be us^d to enhance the relationship 
between the health worker and the people, or as a means of 
giving information to the people vrhen they are ready for it. 
For example, a suitable film may be shown to supply certain 
health information, or survey and assessment techniques may 
"be used as parts of the evaluation of the profrram. 



B . VJHO SHOULD BE INVOLVED IN THE HEALTH EDUCATION PROGRAI-IB? 

V/ith the present impetus for community development programs 
in the aboriginal communities, the nurse as part of the com- y 
munity development team can contribute towards such activities^ 
^ "by: W ^ 

1. adopting the human and community development model 
» as her main approach, 

2. working closely with other staff members *in the 
health areas, and 

i. participating in thfe trainin^r of aboriginal, staff 
members . ^ 

" ■ ' ^ " 

As her educational training; role e^xpands,, it would be ex- 
tremely desirable to provide opportunities for full time 
health education work, for the nurse who has the necessary 
qualities and experience (Stacy 1973) . 



WHAT TYPE OF PREPARATION IS NEEDED FOR THE HEALTH EDU CATION ^ 

■- 5 ' — V 

ROLE? * 

The findings* of this study showed that most of the respondents 
w^re already aware that they needed preparation in two main 
areas : , " 

1. how ^:o work e-ffectively in a cross-cultural situation 

# 

2. development of health education ^killsr in human re- 
lations, community development processes, and educa- 
tional methods and techniques. 
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=-..==_J2QBSJJiyEIL4^SiirC^ problems are 

highlighted^ '^''''''^^''"^''''''''''''^^ 

Coiilauni cation — These arise from language difficulties (Lester 
as well as different "beliefs, values and expectations. 
- ^ • Learning the language development of sensitivity towards 

other people's values alid exi)ec tat ions, and obtaining feed- 
back of how others perceive health workers are some ways of 
establishing a better rapport irithnhe people 1(Keneally 1962). 
<^ . 

Culture Shock — It is e^qjected that some nurses may. experience 
disorientation in varying degrees when they first arrive in*^ 
an aboriginal community. Careful selection of nurses, an 
orientation program designed to bring about a more roalis^tic 
expectation of the Aboriginal people and the nurse's own role, 
continuing administrative and social support for the new 
arrivals are some ways to reduce culture shock, 

DEVELQPMT OF SKILLS IN HEALTH EDUCATION ^ 

A/health educator is a'^user of knowledge from the fields of 
social sciences, such as anthropology, sociology, psychology, 
education, etc, and the health sciences. Working in* an 
aboi^iginal community, the nurse i? likely to achieve more 
with a high level of human skills and a low level of medical 
skills .than with the revers(^*''^ausfeld 1973) . Education yro~ 
graras to prepare her in the areas "of aboriginal customs and 
society, human relations, community development processes, and 
educational methods and techniques are of high priority. 



D. HOW CAN THE ABORIGINAL PEOPLE BE ENCOURAGED TO ASSUME A 
GREATER ROLE IN HEALTH AND HEALTH EDUCATION PROGRAMS? ^ 

As discussed previously, the adoption of the human and community 
development model as the basic health education approach would 
lead to greatly enhanced involvement of the aboriginal people.- 
in the health progr^s . Concurrent with this appi oach, educa- 
tion programs to provide training for suitable aboriginal men 
^ and women in health and medical work should be e^xpanded. Cer- 
tain community development principles should be "followed, e.g., 
involvement of the community in the selection of trainees, 
consultation with the community on the training profi:ram and 
progress of trainees, and continuing supervision of the 
aboriginal health worker by the local community representatives. 



The preparation of the aboriginal health worker should inciiide 
not only the medical skills, but also human skills as well, 
e.g., ability to identify and understand community problems; 






^ 7" 


-i 


^ 


' including healtirand' helping the community in taltin^ ' - 
appropriate- action. The relationship hetvreen th^ nurse * 




-urtd xhvr-™ityrrfj;liiMj nTP/ii i.M i.nir7r^-T'~mnTn7H H. r't^rmcrrl fat' bur 

Her role will include: o ■ ... 

■ * . . v\ 




1\ 


% ■ 

assisting the conununitv in fiohi piH n/r cTr\r\A 
unders tiding of the training program and 
the community's role; 


f 


2- 


acting as an advisor, an(/not the "Boss" of the 
aboriginal health worker; 




3- 


/ 

Impart in/?: knowledge and skills according to the 
needs of the trainee and the cbrnmunity; 

\ . » ■ ' 






regarding the health worker primarily as a member ^ 
of the community and consequently, promoting a p-ood 
relationship between him and the community. 


; 




» « » * # ft . # « 

r • 
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"" WHAT DID THE JAPANESE FIND OUT FROM 
AJMERICAN LITERATURE ON COi^IUHITY HEALTH 



ORGANIZATION?'^ 



by 

CHIEKO KAWAIA, M.P.H." 
i TADAO MIYASAKA, Dr. M.Sc. 

It is widely recognized among Japanese health profe4sionals tha|fc 
What wa^caHed the "People* s Organized Self-help Activities" 
until approximately ten years ago, and presently called "Community 
Organization for Health," originated in the health unions ("eisei- , 
kumiai") of the early *Meiji era in Japan. At that time, around 
18.80, th^re was a widespread cholera epidemic and people Wanted to 
do something to fight against the disease. 

For this purpose the health unions were organized; first in small 
areas of cities and then in rural towns and villages. This did 
something to prevent the spread t>f the disease. An important point 
to note is that the unions were organized not under 'any govemme.ntal 
or professional leadership, but by the ipeople's own initiatives. The 
activities of health tinions, supported by people's initiatives, con- 
tinued until about 1897 when the Communicable Disease Prevention Act 
was promulgated by the national government. The Act contained an 
article stating that a mayor, or head of town or village, could issue 
an order to set up a health union and collect compulsory union fees 
when deemed necessary. Furthermore, subsidies were made available 
to the unions which were set up or came under this article. 

After the promulgation of the Act, most unions were incorporated into 
the subsWtems of government administration, thus taking the initiative 
from the people themselves. This was expedient for both national and 
local government officials, since government administration then was 
completely centralized; in other words, there was no local autSnomy. 



This situation was such, until the end of the last World .War in 1945. 
' By this time more than 50,000 health unions, all functioning as sub- 
systems of governmental administration, had been established all over 
Japip. They had county, pref ectural(provihcial) and national head- 
quarters in accordance wlthjadminstrative levels (the local health 
administration was executed by the^police as \7eflras by city, tovm, 
and village officialsjt. , \ 

Although the unions' of ficial ^purpose was only assistive to the 
government public health policies ♦and activities, they did, however, 
play an important part in preventing communicable diseases such as 
typhoid fever and bacillary dysentry, in their 'own right. As a result, 
outbreaks of cholera were almost under control by the end of the MSiji 
e*ra in 1912. - /T 
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In 1948, when Japanese 5 administratipn was under the control of V 
Geheral He^ldquarters and the Supreme Commander of Allies Pot^We, 
(GHQ and SCAP), health unions were abolished by GHQ mainly because 
they were not democratic organizations • \ (Complete democratization 
of Japan was one of the main objectives of SCAP). 

' ' ' ' * , . * 

For several years after the end of the war, aiu important task for 
the Japanese Government's Ministry of Health and Welfare was to 
establish a network of health centers to render 'various kinds of ^ 
public health services. The aim was one healtn center for lO'^'sOOO . 
population, with the police no longer acting as public health admini- 
strators. Also, each prefecture^ government vfas equipped with a 
department of health. 

•Around 1950, new concepts and ideas of health education and community 
organization began to be introduced from the United States of America; 
(not by GHQ officials, but by Japanese officials). A few years later, 
a new type of "health union," or what was called "People's Organized 
Se9.f-help Activities," was conceptualized chiefly by^health officials 
of the national government. 

/. • ■ . ■ . 

Next followed a drive for public education; emphasis was laid upon 
democratic leadership, self-help and people's own intiative. It was 
helpful to tne new concept of community organization when, through 
their own efforts, the people of, a number of towns and villages in 
agricultural areas succeeded in eliminating^ mosquitos and certain flies. 
SinjfLlat examples' encouraged and strengthened the spread of the new 
type of community organization for health in Japan. ^ 

Fi:om 1953, for roughly a decade, people's activitie^ along the lines 
of the new concept of couraiunity organization were' very active and 
fruitful in both rural and urban parts ofTjapan. The main health pro- 
blems to be dealt -with were bacillary dissentry, intestinal parasitic 
diseases, fly and mosquito contr9l, nutrition, maternal and child health, 
denta'i health, and tuberculosis. 

As already mentioned, emphasis was laid upon- people's self-help and 
initiative in planning public health project sv But this did not mean 
that technical advice, assistance and services from the health center 
concerned, and other health agencies were excluded. However, the point 
of controversy was often who was to make the final decisions. - 

Since 1965, great socio-economic changes have taken place, chiefly as 
a 'result of industrialization in both oirban and political areas, and 
this has made it difficult for community organization to continueC . For 
instance, few people are willing to act as community leaders, even in 
agricultural areas; fanners are often busy working at two jobs, agri- 
cultural and industrial; many housewives are part-time workers of near- 

. ' ii .78 
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by industries; and young peopl^leave the. country to find work in 
the cities. Today, many health professionalsf eel community organiza- 
. tion ia| Japan is deadlocked • 

I 

PURPOSE OF STUDY > . / 

The authors believe that community organization is fundamentally 
indispensable and important for health and health educ^ition; that 
community organization is psycho-physiologically'basedjon the instinct- 
ive human desire to belong to a group; that community jirganization is 

- an essential and necessary part of the human community and plays an 
important role in mental health* We feel it necessary to completely ' 
reassess the potential of conmunity organization; for this we need to 

< ask the ba^ic questionsY "What is community organization?" "What are 
its basic concepts?" "What are' itfe essential elements?" 



METHOD ^ STU 



I 

In order to research the essential elements of community organization, 
an analysis was first made of America^ books and articles published 
between 1941 an4 1966 on the subject. Jo4imals from which articles 
were^ selected are as follows: • , 

American Journal of Public Health /A.J. ]^.H.) 
Public Healt^i Reports )P.H:R.) 
Health Education Monographs (H.E.M.) 
Health Educators at Work (H.E.W.) / 
Journal of Health and Social Behavior (J.H.S.B.) 
International Journal oi Health Education (I^J^H.E.) 
i> ' 

69 articles and 24 books seemed related to community organization; 
summaries were made of each (by the authors and two Colleagues), and 
r discussions then followed before 16 articles and 8 books were finally 
^ selected as distinctly relating to the area of research, i.e. the 

basic^ elements of community health organization. Therefore,^ literature 
on methodological or techuicalaspects of community organization was 
not considered relevant. Examples of the literature are listed in the 
Appendix. ^ 

9 

RESULTS AND DISCUSSIONS . 

The following ten items were extracted from the readings and considered 
as necessary factors of community organization: 

1- ^ PROBLEM SQL^INfi (or meeting needs) ; emphasized as the purpose 
or effectivenees o/ community organization. 
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^ 2, * oS ELF-HELP ; people' s 'self-help in community organization 

• 3. PARTICIPATION in community activities by people: ideally 
people's participation in community planning 

4. CO-OPERATION : co-operation ^ong people* (not among agencies) 

5. UTILIZATION OF SOCIAL RESOURCES ; emphasize well-planned 
utilization (including treating) of social resources for 

IT meeting needs. * / 

6. USE OF .VOLUNTEERS; coi^d'^be included in above item 5. 

7. CO-ORDINATION; co-oi:/lnat;ion among programs and agenclies. 

8. FORMATION OF COUNplL ; more complete type of co-ordination. 

9. EDUCATION : empj^size educational objectives or functions 
such as health/educatito, adult education, education in ^ 
democracy, etc.* 

: r ■ . ^ * _ * ■ .^ ■ • . 

10. NON-OFFiCIAC NATURES : emphasize non-official natures or 

characteristics of voluntary agencies in cDnSmunity .organi- 
zation iu/contrast to official, government agencies. 

/ . ' - ■ 

The table on page/6 shows the distribution of es^sential elements of 
community organisation discussed by American authors. As the number 
of articles.' frgm which the elements were drawn is limited,^^ seems 
unfair to mak^' any statistical observation' about the numbers\in the 
table. Howe;^^er, the following two points could be mentioned; \ 

• ^' )• 

1. /Compared with other items (elements), items 4, 5, and 6, J - 
were emphasized less often, perhaps because item 4 (co-op- 
eration) was taken for granted in community organization, 
and 5 and 6 had been emphasized chiefly in the field of 
social welfare. 

.2. Judging from the distribution of the elements by five-year 
intervals, there was no shift or change of emphasis in the 
— elemejats_j.n the U.S.A. during the twenty-five years. This 
seems to indicate that these elements are common or univer- 
sal through a long period of time as well as' for any culture 
or country. - 
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Table V Disti^ibutlon of E'iements by Pive-Year Interval* 



N/'^^. Element ** 

• \^ ^^^^"^ 

• Year NiiSs^er^^"^^ 


^ 1 

1 


2 3 




5 6 7 


Q 
0 

*■ 


9 


lU- " 


19^1-^5 

i 


2 ' 




r 








1 


1 


19^6-50 ! 




7 


1 


2 


1" 


■ 1 " 2 ^ 

1, ■ 


4 


2 




1 — ' 

1951-55 

— J 




.6 


2 


2 2 


1 






2 




_a956-6a 




r 


1 ■ 2 




1 


2 




1 

1 


1961-66 


5 


.1 


^ 1 




' 2 




1 


2- 


-Total 




24 . •• 


! 

i 5 
1 


5 6 


2 


21 6 


"6 


6 


,6 ■ ' 


* Number of 


articles. 


One 


article 


often contains more 


than 


one 


element , 


**Essential 


elements.' of 


community 


organization 


are 


as 





follows : ' , 

1 Problem solving 

2 Self-help 

3 Participation 

4 Co-operation 

5 Utilization of social 
resources 



6 Use of volunteers 

7 Co-ordination 

8 Formation of counpil 

9 Education 

10 Non-^of f icial natures 
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The ten ^elements, '^however, stand for different aspects or . 
levels of communjbty organizatioil. For instance, items 1 and 
9 mainly concern "the ^purpos^e or objectives of community organi-,' 
zation. The authors are of ».the 9pinion that item l , is more direct; 
while item 9. is lesjs di^ect^ ot indirect in the sensei that the - . 
latt^er (education obj^ctlveai^are \isually achieved through the. 
former (solving some health p&roblems). * » 

Item 2 is related to a different fepect of commuhityoC^rganizatlon ' 
from those of items 3; 4, 5,6/ and 8; item 2 is a more ba^ic or 
ideological concept. Item 10 also deals m^ih a dffferent kind ? 
of aspect than fhe others. o « 

It might be needless to mention that the authors* tultjjral back- 
ground as Japanese, affect their standpoints in making ;thi,s^ s>ort 
of discussion and in drawing conclusions. 

From a practical, experiential standpoint, items 1 (problem solving), 
3 (participation), 4 (co-operation), 5 {utilization of social 
resources) and 7 (co-ordination) seem to be the most important 
elements of community organization.. 



' SUMMARY 



Community organization in Japan has met a deadlock mainly because 
of great socio-economic changes taking place since around 1965. 
In order to find out the essential element of community health 
organization, analysis was made of American literature 'related * 
to community organization. From a practical, experiential stand- 
point, the most important elements of community organization , 
were found to be: problem solving; parti^pation in community/ 
activities, particularl^SW-n planing; i^operation among people; 
utilization of social resources; and co-ordination am6ng programs 
and agencies. 
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APPENDIX: Examples of Literature Used * ' 

• . ^ . ■ ' 

ABIICLES FROM JOUBNALS : * . 

- Bumey, L^E., "Community Orgariization-An Effective Tool," AJMPJI*', 
•Vol. 44/No, 1954? ^ . - 

Conference Report: no single blueprint but a common pattern. ... . 
•.For Community Organi^atioxi of Health Services, P..H.R. , Vol. 71,. 

* No.- 6, 1956. . *. 

Feree, John \U ^and liifson, ^.S., "Some. Effects of Health Council 
Program on Basic "Health Education',' AvJ«P«H>, Vol. 39, No. 9, 1949. 

• Koos, E.I., "New Concepts in Community Organisation for Health," 

' A. J .PvH. V "^1 V ;43 V -Noy v», 4953^. -~ l _ : 



Levine ^ S . , VJhite , . P • E . , and Paul , ' B .,D . , "Community InteryOrganizat ional 
Problems in Providing Medical Care ahd Social Services," - A.'J.T.H .', 
, Vol. 53, No. 8^ 19631 ^. < V ' 

Strantz, I.h;; and, Miller, W.R., "Development of Interagency Cp-ordin- ^ 
ation in a Program of Comprehensive Mediqal Care," A.J.P.3* » Vol. 56,^ 
No. 5,. 1966^ . \ V * ' 

• Wale^ Wjr, ^'A Program' of Community Development," H.E.W y, 1961. 

Z%lduondo, -C-. , "A FamllljlHanning, Program Using Volunteers as Health ^ 
• Educators . ' J .P/;R . , Vol. 54^0 , 2, 1.964, . 

> * / ' * * * 

BOOKS ^At^D REPORTS / ' ^ ! o 

."Community Qrganization for Health Educ'^t ion," Report of C^^ittee of 
• the i^l^lxc^^raitljHSc^^ the Health ^ffi^ers^'Se^tiGn^ — 

of the Ameridan Public Health Association, 

I&.ng, Clarence / Orgailizfrig for .Community Action , Harper & Brothers, 1948, 

Turner, Clair, E., Cpgimunity Health Educator's •Colnapendium ,of Knox<rled^ei 

University of Hawaii, Report of/tfte Institute on^ Community Hea^tl 
Education, 1964. ' * ' ' ' 
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ETHICiffi AND 6C?IBBa?IFlC- Dlf-MSIOHS ' 



A MODEL FOR EDUCATIONAL INTERVENTION : 
ETHICAL AND SCIENTIFIC DIMENSIONS 

SNEHENDU B. ICAR 



INTRODUCTION 

This paper reviews several ethical and scientific issues relevant 
to an intervention through coramunication and education inputs for 
changing a health behavior. Based upon this review/ the author 
presents a model for a diagnosie of^e detemin^^ of- a health 
tehavior and. foj- planfiing for interventions for changing!; such a 
— behavior. The content of this paper is organized in two sections: 
1) Ethical Dimensions of an Intervention, and 2) A Model for Inter- 
vention Strategy. The illustrations used in this paper are primarily • 
derived from the .literature on fertility behavior and interventions, 
1 simply to insure a consistant and relevant set pt behavior as a frame 
of reference; many other sets of behavior could have been used for 
this purpose. Although the model is based upon an analysis of fer- 
tility behavior, the issues, relevant to the diagnosis and iutcrycn- 
tions for changing a fertility behavior would be equally valid for 
interventions in many other areas of health behavior as well. The ^ 
validity of this model, therefore, transcends fertility behavior \o 
a wide range of human behavior. ^ • * 

* ' ' u 

A basic question an intervefitiod strategistneeds to answer is under 
what conditions an intervention strategy is both ethically justifiable , 
scientifically vali<i? It is likely thaJ:_a Acient4fiea3rI^ w 
; ^nd effective means for intervention fot changing behavior may not 
be ethically and morally acceptable to the persons responsible for 
planning a program or to the people whose behavior is to be changed;' 
on. the other hand, an intervention plan based upon v6ry scrupulous 
ethical stmidards and humane considerations may be highly^ ineffective. 
It is therefore' essep^tial that the justifications of art intervention 
strategy be evaluated^ by two inter-related but separate sets of stan- 
dards: ethical and scientific standards. " ^ 

\ /\ , . . 

^ 1. ETHICAL DIMENSIONS OF AN INTERVENTION 

"Considerable, difference in opinion exists among the befeavioral scien- 
tists and the prof ess iotials about the nature and extent of control of 
human behavior which is justifiable, and^ the standard of values and ' / 
ethics which should /be used as a guideline ff^^r intervention decisions.'^ 
Kelman (1969) in 'M^ di$cussipn of the/ethical dilemma of a social 
iicientist concemfed^with the manipulation of human behavior, has very ^ 
/aptly suiranarized. the central problem as follows: 
' /- • ■ p: 

■ • • / • •• 




"The two horns of the dilerana then, are represented by the 
view that any manipulation of human behavior inherently 
violates a fundamental value, but that thei^ exists no 
formula for so structuring an effective change situation that 
such manipulation is totally absent (p. 584)." 

The complexity of this dilemma is clearly articulated iij a symposium 
by Rogers and Skinner (1956). ^ In this very lively and pertinent debate 
Rogers and Skinner present their differences on the standards which 
can be used to arrive at a decision as to the appropriateness of 
-intervention for control of human behavior. ' * 

^ ■ - . ■ ■ " , • ^ ^ . 

Skinner malritaiiis that control of human behavior, however unpopular ^ 
and unpleasant it may appear to be, is inevitable, and that as long^ 
as human beings are organized in social groupssuch control will 
continue. - According to him, a control is justifiable as ilgng as the 
controller is not motivated by selfish need; the controller has the 
professional competency ;^-and as long as the controller has . legitimate 
ascribed or delegated rights to exercise such control. - 



This strategy would require 1) more, careful and acceptable definitions 
of pro^ssional roles, and 2) ethical as well as professional prepara- 
tion*^ teachfers^ government offiqials, health professionals, behav- 
ioral scientists,, and legislators to perform their roles more effec- 
tively. . 

Rogers agtfees about the inevitability of some controlT^but argues 
that several questions central to the eth4.eal ^ilemra^r ^are unsolv 
and there is a lack of clearly articulated and acceptable standards 
of values which could be used as a guideline for controlling human 
behavior. Consequently, it is undesirable to allow a small group oi 
individuals (e.g. professionals), to have the power to control other 
.people's behavior and allow these professionals to answer these 
questions at^th^ir own convenience. Rogers (1956) believes that the 
Answers to the following questions are central to this issue: 



"Who will be controlled? Who wj&ll exercise control? What 
type of control will be exercised? Most important of all, 
tpward what e^nd or what -^^rpose, or in the pursuant of what 
value, will. control be exercised (p.^ 1062)?" 



Callahan (1972) .ca?:ries on this debate within the coTi(text of 
family planning arid raises several ethical issues specifically 
relevant to planned intervention for t^e purposes of ^population 
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limitation^ and suggests how the three dominant values (a. freedom, 

justice, and c. security-survival) can be operationalized for 
decisions for interventions, labile individuals unquestioningly have 
the right to make theii: ow# reproductive decijllons, they, also hav6 
the obligation tq respect and protect the freedom of o£hers and 
they do not have the right to violate others' welfare by their own 
behavior. He further argues that x^rhen some individuals beha^je in 
such a xray XNrhich threatens the other individuals' rights to these 
freedoms, the legitimate representatives of the society, such as p 
government, have the .obligation to intervene.- to protect those whose », 
rights are being violated. 



Hardin (1968) in his discussion of "The Tragedy of the 
drgues that if individual members of a society are allowed with 
complete freedom to benefit limitlessly at the cost of- the commons, 
it will eventually % ring ruin to the entire society. Under such 
conditions, society should introduce controls, and demand that indi- 
vidual members bear the costs and conseq^ences of their own decisions 
and behaviors. 



Both Callahan and Hardin advocate the need for some form of control, 
but the solutions proposed by them may be debatable to the various 
readers of this paper. Hardin proposes a democratized control or a 
control based upon inutyal consensus. To some readers, it^ may appear 
too idealistic and simplistic. Callahan proposes that when the rights 
of some individuals are violated by others, the legitimate representa- 
tives of the people (goveminent) have the obligation to intervene 
^protect the rights of the* victims. ' According to him, govera3®^|iit sjfiould 
not only introduce voluirraxy "^anurl^^ but^^i^ "such 

measures fail, it would be necessary to go beyond family plannitig. The 
right of a few government officials to decide v/hen and how a citizen's • 
behavior should\be controlled may not be an acceptable solution to most 
of us, particularly during the post-W^tgxgate decades. 



ERIC 



What then are the criteria t 
can resolve the ethical i 
justifications of our actp-ons'i 
cipation" and "informed 



Dugh x^hich we as health professionals 
of interventions and provide moral 
The author believ§s that" consumer parti*- 



sent of those whose behavior is to be 
changed through a planned intervention constitute the two key criteria 
to deal partially Xi7ith the ethical issues raised in this paper. The ^' 
profession of Health Education must deal with the problem of operation- 
alizing these criteria^ and the profession should be more seridus in 
the future about the articulation and internalization of a set of 
"Ethics of Health Education". Those of us who share- Dorothy Nyswander-.^ 
philosophy and valiies cannot shy away from, this challenge any longer. 
Let the remaining years of vthis decade be the years of "Ethical and- 
Value Clarifications of Health Education Profession.." 
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II / A MODEL^I^R INTERVENTION STRAlEGg 

While ethical justification attempts to answer when an Intervention 
is justifiable from ethical and moral standpoints, a scientific jus- 
tification attempts to answer, "what types of interventions are more 
effective for a pre-determlned purpose?" A scientific justification 
for an intervention thus must begin with a sound understanding of the 
causes of the particular behavior and then deal with tjie effectiveness and 
efficiency of' various alternatives available. 



This paper presents an analytic model for 1) ^iiagnosls-af -determinants 
:of heaXth behavior and 2^ int erven tjLons for changlng_ health behavior 



inrii predetermined direction/ The fundamental assumption underlying 
this model is the multiple^ causality of human behiayior. The literature 
abounds with examples in which students of human behavior have attempted 
to ejcplain human behavior in terms of one major causal factor which 
Allport (1959 p. 9) terms a "simple ^d sovereign" theory. Although 
there is a general consensus among the behavioral scientists today that 
himian behavior cannot he explained through such simple and sovereign 
theories, variations of simple and sovereign theories still dominate 
the scene. Kaplan. (196A), based upon his observations of the behavioral 
scientists at Vork, formulated "t^he law ,6f thi^ instrument," which is . 
stated as: 



Give a sn^l boy a hammer, and he will find that everything 
he encounWrs needs pounding. It comes as no particular sur-^ 
prise to discover that a scientist formulates ^p^oblems in a 
way which requires for their solution just thos)£*t^hnl§ues 1 



This "law of the instrument" uhderscores the tendency of a behavioral 
scientist to u$e his cwn skill regardless of whether" such a skill is 
vaMd for solving the problems he confronts. This tend^cy is wide- . 
spread in terms of selection of a conceptual framework for a study 
design, decisions on methodology , analysis and interpretation o£ 
data, and conclusions. 



A review of the most frequently used strategies of interA^entioas in 
^amf jy plarninij-in several countries reveals the amazingly hiyh ^r^- 
quency of simple and^sovereign a^ssumptions about the determinants of 
fertility behavior. Some of these causal as 

likely expressions in family planning are presented iti T'able 1. "An 
examination of the various categories of interventions in Table 1 
would lead to the conclusion that interventions primarily based upon 
_,differPTif slmplis-tlecausal explanations of human behavior are likely 
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TABLE 1 



INTERVENTION STRATEGIES BY SIMPLE CAUSiiJ. ASSUMPTIONS 



Simple and sovereigt^ 
causal asstimptions , 

1. empirical-rational 
assm&ptiom the basic assimip- 

reason and knowledge. 



Possible 
intei:ventions 

!• intervention characterized by 
heavy^ empha sis oh inf ormat lori di s - 



2. normative-re-educative 
assumption; the basic assum- 

. prion is thai: man is^saentially 
\active and constantly stri- 
ving for need satisfaction. 
However, his behavior is guided 
by" socially structured norms, 
institutions and existing 
communications and social 
influence. 

3. potiyer-coercive assumption : 
t he^asi e assum p^ti^nHLs— that the 
effective way of changing beha- 
vior is neither through a ratio- 
nal appeal nor through a process 
of creating sets of norms: rather 
through external sanctions and 
controls.* Such control could 
include moral, economic, poli- 
tical^ or physical coercions or 
sanctions. . 

4. hedonistfic and materi'al- 
istic assmption : the basic 
Assumption "^is that man is 

primarily motivated by the ' J" 

p leasure ^rin c ip le ,^^st r i vin g , 

^J[jDr comfort and obsession 
with material possessions. '/ - 

d 



-sem±ivat±ott7— formal training-, educa^ — ^-^^ 
tion and appeal to national and 
„.sacietal-benef its^ £r om^-f amily^jxlan^-- — 
ning. . " 

2. " intervention based upon this 
assumption would emphasize creating 
hew sets oT social norms, utilization 
of social systems, greater dependence 

, OTi reference groups and an attempt 
towards internalization of norms and 
values. Smch an intervention would 
aim toward ^reatB^r utilization of 
social system, institutions, leader- 
ship and population^^ucation. 

3. intervention, based upon this 
aHSumption^ouTd^emp^ 



lative measures, rewards for confor- 
mity and\punfshment for non-confor- 
mity, appealing to sense of guilt or 
morality or arousing a^high level of 
anxiety and fear by exaggerating or, 
ejven distorting ill-consequdnces of 
un-planned families and population 
^growth. ' , 



4. in^tervention base'd upon this 
assumption Vould emphasize iuri,ng 
people with monetary amdjoat^riait-ipcen^ 
tives-,- p^rovtding free contraceptive faci- 
lities^ and on the convenience of ob-^ 
tailing these services. 



o 
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adapted from CW^ii "and Senne (1969) v 

, . ■ -67- ■ 



o. 



to vary significantly and may be indifferent to the triie causal 
__f actors of a behavior. Such efforts are mBre lik^ily to be in— ' ^ *_ 
effective than an intervention based^upon a careful 'diagnosis using 
o a multiple causality or a systems model of behavJ^br. \" 

The diagnosis model presented in this. paper (Fig, 1) i$ based upon 
an assumption of multiple causality of a behavior and present^ a 
systems approach for analyzing the determinants of this behavior ^ 
(as against a simple or sovereign or linear approach) . An attempt * 
_ 1 0 _ e3^1aln_ a ^_b^^^ by using one of the four subsystems 
w hile Ugnaring'^the other three^ is likely to lead to'a f aultyL-or-at 
best ^distorted descripttoii of th e reali ty sim itai-rd^he descr iption ' — 
of an e lephant by five blind men, each of whom had sampled only one 
Tim^e^ area~olf" ther ete - _ 

The model (Eig. 1) proposed for diagnosis of determinants of health 
behavior -consists^ o^^ 
2) social-st:fuctured and econgmlc, 3) '^socio-psychological and 
intra-personal, and 4) envifoiunental and situational. According to 
this model, the ^decision to accept or rejlect a health measure can be cau 
sed by either one or more or all of the four subsystems (categories 
of variables), and unless a study of the determinants of a^ behavior , 
systematically explores causal factors in each of these afeas, the 
conclusions are not likely to be sound and valid. The nature of 
interaction^ (of the factors within each) of these su|)sy3tems would ^ 
det^mine the initial decision to adopt' or reject a health measure. 
^^tfe^ie_initial d^ a trial action or trial adoption 

may follow, if the expef ieiJce with the^tr ial adopTi^ gr at ifying , 
it is likely to lead towardj^a stable or sus^ined pr^ctj.ce. . On the 
other hdid, if the experiejK:e with the trial adoption is unsatisfactory, 
this wi^' reinforce the initial hesitations and would cause a dis- 
continuation. 

■ ' 
* f , . » " 

It is true, however, that not too many behavioraJ^cientists can ''treat 
each of these subsystems with an equal degree of sophistication in 
^cfcheir £>wn studies. Depending upon their oxm^theoretical, frame of ref- • 
erence, they^ are moreJJ^elyjto^^ 

e^IgUiHcSrT^tBiBS^ of this model is that a ^behavior 
is determined by multi$)le causes which can be categorized under four 
subsystems, and, therefore, a reseatch to determinjs the causes of be- 
havior which does not include these "four subsystems inadequate. 
Thelprinclple to be used in such a design Is to, fdrmtilate sets of alters 
native hypotheses to test the influence o^ various' causal factory belong- 
ing to these four subsystems rather than to test a sin:gle set of^hypo- 
theses whicb atrrlbut^ the behavior to .one category o£ causal factors" 



(either cultural, or social structural, or psychological, or 
environmental). 



*This model excludes several categories of determinants (suljsysteijis) 
which many ^students of human behavior would consider very pertinent. 
Some of these are: genetic and hereditary determinants, physiologi- 
cal and biological determinants, and unconscious oir subcoriscious de-* 
terminants. The classif icatory principle used to. exclude these 
(and other) subsystems is that thfey are not amenable to change through 
ediicational -and connQunic^tioa Interventigns and-theref^ ^e ieyond 

-the— seope^of • the ^p^per. Several such subsystems have^Jheen exeluded — 



from this model not because they do not. Influence behavior, but 
because they^ are not .within the scope of di'agnosis and intervention 
by behavioral scientists and specialists in communication and educa-" 
tion. ' . ? 



Tt'woiild^beh i gh Ty^^err±n6nt--to-.jjid^ 



be followed while using this mode. First, Behavioral scientists are 
^usually trained in specialized disciplines and therefore are not 
adequately prepared to use a holistic approach. Thq emphasis on 
specialization has the in^itable consequence of narrowing down the 
area of competency, but it increases skill within a given area of 
specialization. As a result, yery few behavioral scientists would 
-be skilled enough to do justice ta all- four subsystems jj^and treat them 
with equal ^• competence. Howeyer, this limitation can be ovB^^come by 
involving a multi-disciplinary team for designing a study which uses 
— -STirh a model . * * ' 



The involvement pf the multi-disciplinary team is primarily needed 
at,. the initilal phase for conceptualizing and designing the operational 
kt^j^tegy of the research project; and once the methodology and the 
design are developed;,^ competent behavlopil scientists could implemen^ 
the project. The critical point,, however, is that the Wiginal concept 
^ uali zation an4 _oppraf-T nnal fi p 5U ^--<shou4^3-4nvQ4 ve tho Re^^ ^hdviuial 

formulate hypotheses and me'asurement devices to obtain necessary data 
to examine the relationship betweoi various causal variables and the 
behavior being studied. ^ 



n 0 



LEVELS OF INTRAPERSONAL INTERVENTIONS 

In order to plan an effective communication intervention, the next ^ 
issue 'one. should deal with is "what level of ^trapersonal and 
psychological change is necessary to produce the desired b^haviar 
change?" The levels of intrajersonal and psychological changes at 

, which communication intervention can be directed may be conceptualized 
as a continuum raging from the pr^Lmary , intermediate 'and tertiary 
psychological .characteristics (Fig. 2) . The prim^^ry intrapersonal- 
variables incl;ude basic personality traits, unconscious and subcon-- 
scious psychological determinants, basic , and stable motivational 
structure, fundamental belief systems and core or dominant values of . . 

^ the individuals. It is assumed that not (fnly is it most difficult 
to change these primary determinants but, a, change in ^y of these 
^primary determinants is likely to produce a larger magnitude o| change 

« including oth^r determinants. The cost fojr initiating such change and 

^* the consequencss of such changes on other aspects of psychological 
„ characteristics and behavior is considerably greal:er. An intervention 
which aims at changing the primary variables,.ijust be very carefully 
evaluated in terms of 'ethics, cost, ef fectivefess, consequences, t^d 
obligations of the persons who initiate such changes. The intermed- 
late, intrapersonal determinants consist of reasonable stable and learned 
motivates, attitude^,, preferences, secondary beliefs, and institu- 
tionalized norms which govern an individual's behavior. Changing these 
intermediate intrapersonal- detoiminatits will be telatively easier than 
changing the primary determinants. The tertiary intrapersonal 
determinants include those' cognitive and affective variables which 
are traiisitoiy in nature and yet exert influence on a behavior such as 
information level, khowjedge, opinion, and tentative beliefs and 
attitudes related to issues which are not deeply rooted in the primary 
psychological determinants. . As compared to t.he other two .categories, 
the teroJj|ry determinants are Easier to change." \ ^ 

A carefu] analysis of various situations in wliich a behavior can be 
^changed through variciiS interventions seems to indicate that it is 
not always necessary to change primary intrapersonal characterictics; 
often behavior can be changed by initiatj£ig changes in the peripheral \ 
characteristics of the individuals. Table 2 presents a conceptual. 
scheme for utilization of various intervention models depending upon 
the typ,es of chau^es in the causal fa^^tors which are necessary 
for (jhafiging fertility behavior. , * 

^ , . - Q ■ • ,• . . ' ,'- 

Ther first coluiki of Table 2 presents five types of interventions. 

The columns two, three, and four present categories .oS causal factors / 

which may determine the particular behavior which is to be changed 
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FIGURE -2 



LEVELS OF INTRAfERSONAL DETERMINANTS AND fNTERVfiNTIONS 



Note: 




7 



A,: Primary tnLrapiersonal determinants 

B: Intermedia t'c? intraj^ers^onal do'v^e.riiiyinnncs 

C: Tertiary intrapcriional determinants 
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by a . particular intervention model: Column two is entitled^ "Motiva- 
tion" which includes all thdse inner- psychological factors which 
create a decision for a change in order to ^achieve a particular, 
goal. The title of the third column, "Cpgnitive-mptor skills," is 
used to include the knowledge and specific skills which ^x.e necfessary 
to adopt means . for achieving a particular goal. Column four is. : 
entitled "Accessibility^ of means" and includes all those situational 
environmental 7ffCtors which determine the accessibility of the means ^ 
neeessarr to achlevis the parti cula^r goaTr^ T^ plus , "minus oT neutrar 
' slgn.--'^'- " ' - 



ch-(^14— i^44eates-the-pos4M^ 



^t±^ 



influence of these causal categorie^^. Each of the mo^feis for inter- 
vention, presented in column one, .is valid under the circumstar^ces 
artd a combination of causal categories presented in Table 2. 



TABLE 2 



1 . 




CAUSAL FACTORS 




INTERVENTIONS 


M0TIVA1>I0N'=^. ' 


COGNITIVE 
motor skills 


' ~} ' 

'ACCESSIBILITY"! 

of means 1 


y 

informIkonal model ' 


i 


o 




INSTJRUCtlONAL MODEL 

A 


1 


o " : 




CONSONANCE 'MODEL 

^ — ■ 




+' ^ , 


S ' -TT f 


EV. SITUATIONAL MODEL 






■ ■ ■ * , 


r ^ 

MOTIVAtlQNAL MODEL 
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•The informational vinodel of intervention is appropriate when theref 
is a positive motive to. a chLeve a goal and when there is an accessi- . 
bility of the means necessary for achieving the goal, but the persons ' 
cannot act because they lack necessary information or skill. In 
such cases, it is a waste of communication effort to try to* create 
a motivation since it already exists; it would be an equally wasted ^ 
effort to try to change the environment. An appropriate intervention 
should attempt to provide relevant infoniiation. or skills which will 
enable i:hei>ersDn-to Tea<ih--the ^oal . ^An exam^ such intervene 

-4:J^n ^ouli45^4:a-d4iform^nd-4ns^t-^Ui^ 

cautionary measures during an epidemic or disaster wamingi^' 



yhe ins tructional model is appropriate in ways siintlar to those of 
^ the informational model, except that in the instructional model 
the Intervention would be much more intensi\^e and prorlonged to develop 
more complex cognitive structure and skills. Under these conditions, 
^the person is highly motivated to develop a set. of complex skills and 
^ competencies, he has the necessary resources and environment al^^d 
situational support to, undertake inteflsiye effort tq dev4lop^amplex 
skil|$^ biit he does not^ actually pbssess these skills. An example 
of such condition would be a professional and formal^ educational « 
program. \ ' ' . 



the consonances model is Appropriate when the person's reluctance to 
accept a health measure is caused by conflicitng motives, values, '' 
attitudes, or beliefs. For example, under this condition, a womtn . 
may be highly motivated to regulate fertility/ but ffimultaneougly - - ^ 
possess a. high level of anxiety about the IH consequences of Variou^ " 
contraceptives. Such 'a situation is characterized by strong confld^t^- * ' 
ing motives rather than due to simple absence of a positive motive or 
a -presence of a n^alive motive. An appropriate intervention strategy 
woul^^be to re^^0^e the negative forces or to reduce the anxieties, 
worries, and unfounded concerns which prohibit the acceptance of family 
planning. It iiould be a wasteful effort In this ca^e to repfe^the ' 
virtues of • a ^all family since the particular woman already Is^in . 
favor of a small family. The central theme of this model is to reduce 
^he dis^sohahce; or 'conflict by r'emoval of anxieties, fears and worries 
and lea4 towards a state of (J0nsona^l^e.^ Such' strategy does not call 
forr creat^lng new motives; it calls/for/ building^upon the existing moti- 
-vafcional system (strengthening) assisting positive motives and elimina- 
tiig fears and anxieties which serve ,^s self-preservatioxl and defensive 
motivations)'. ^ * r - 



1 



Irh^ eiLviroiimenta-1-and.^l t uaMoflal m appropriate vhen no^-accep-; 

taij.ce Is due 'Go. inaccessibility -of service or absence of environmental 
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support and not due to lack of motivation, knowledge, or skills. 
Under such conditions it is unnecessary, and wasteful to invest 
resource and efforts for changing motivational structure or providing \ 
information and skills which the> person already possesses. An 
appropriate intervention uiider stich conditions would be to increase 
the acceSsitrility of services and to remove the environme'ntal barriers 
which inhibit the adoption of family plahning. High cost of contra- 
ceptives. Inconvenience in' obtaining necessary services and lack^of 
adequate%and dependable contraceptive measures are some of the factors 
Xi/hich warrant an intervention through environmental and situational 
manipulation. 

The motivational mode ls is appro^^iniate when n'on-acceptanc6 of 
family planning is primaril^N due tc^ an absence of a positive* motive 
<desire for fertility control)or presence of^ a strong negative motive 
(desire for a large family). The non-acceptance under this 9ondition 
is not due to a lack of environmental support inor the absence of 
adequate intensive inp"ut to create a st\rong deWre for a small family 
and 4:o overcome the sttong negative motives when ne/cessary. 

' ■ ■ V ' \ 

On the basis of various studies in public health and family planning^ 
•this author is convinced that non-acceptance of|a public health ^ 
.practice is*not necessarily due to a lack of motivation for using 
modem health practices, npr i^ it- due to strong; negative motives or 
e£hicai ojgj^osition against such practices. Uig^ incidence of abortions 
in many countries, primarily in the covitries of Ce^itral and Scfuth 
America, Qleaxljr demdnstrates the strong motivation for controlling 
I family size. Experiences with family planning programs in many develop- 
ing^c6untries also indicate that people are in general no;t ""opposed to 
the Concept -of limiting their family /size. On the contrary, the major-' 
ity of those' interviewed in several hundreds of KAP studies in many 
countries indicate that t;he faid^ly size considered "ideal" or "desira- 
ble" by these respondents is signif icatnly*.lox\rer thari their actual 
family size. Ammost none wanted unlimited fertility, and. most of the 
respondents wanted some limit on their fertility and were In favor of 
family planning.' Yet, in spite of high Ifevel of awareness, and generally 
favorable disposition tox^rards some form of family planning, the level \ 
of actual practice of 'contraception i% very low (Ryder, 1971; Westoff, 
1961;. and Rogers, 1973). One of the major .implications of^this experi- 
ence is thlt a low level of accept^ce of family planning in slich ^ 
instances is not primarily due to the lack, of a positive motive* for 
fertility control, but ratHer due to the presence of strong opposing^ 
forces (e.g., misconceptions, fears, anxieties, apprehensions concerning 
the effectiveness and undesirat|le s'ide effects of various methods; 
suspicion of motives of the p^^om^ters and £j:pvid^rs, etc. ) which 
a^t as .negative motives and ^ncel the influence o^E the positive motives. 



The appropriate means for intervention for changing the fertility be- 
havior in such instances would be to^ create a consonance or reduce 
the dissonance by removing or minimizing the negative motives., Iji' ' ^ 
mostf such instances, the author believes that it is not necessary 
to^<jfhange the basic' motivational structure for initiating k change 
in the fertility behavior. * In some Instances acceptance* can be 
prompted by the informational model , in some by the environmental 
and situational model , hui in most instances, the : consonance model 
wc^ild be most appropriate to redupe conflicting psychological forcesy 
The author believes .that the iftost frequent and challenging problem./* 
a communication strategist has to' deal with is that of non-ad6pti(m 
caused by a dissonance or conflict between positive and n^j^atiye'^ 
motives^ knowledge, and attitudes; and such conditions call «fcjr a 
consonance model which attempts to eliminate or reduce .the negative 
motivational forces and to utilize existing inotivaticmal £drceS rather 



than %p restructure basic motivation. 



The conceptual model presented in 
components: 1) a framework for a 
^behavior, atioNg^ a patteiti of interactions 
and "intervention" variables (services 
incentives, persuasive communication, 
the pre-intervention di^osis- of 
be carried out by. using a "system" mpi 
or four categories of V4®terminants"(: 
of determinants tiiay -exert varying deg 
field" of these subsystems collective 
outcome. It is therefore impotjtant 
as possible the relevant causa^ vai^ 
before a strategy for intervetitioi 
specific intervention "inputs" ai?4 _ 

va^rialJles interact with the l^deu^^ 

emerges. One of tlie fcentr'al tl^mesyo^ thi^ model is that, thi§ new 
force field which witiiin/a so&a]? ^^ronmental context determines, 
the final acceptance or /non-^4^®P;f^^^^ of a health prescribed 
he alth'' meas ure • 



of "^wo majyi: . / 
nants/of a / 
the ^Metermitlant" 

aria coeniion, 
stiggested that ^ » 
oehavior should 
^g of four subsystems* 
ifferetit categories 
^ and the "force 
behavioral 
tu to the e:rftent as best ' 
:Keir relative influences 
ind implemented.' Once. 
, these "intervention" 
and a new force field 




In our model for^/jElhe an 
suggested that tjie-: var: 
may produce one/of tw^ 
cally reais^y, a^cp^whex 
adoption woul4 J^ccu 
satisfactory 4t 
On the othe/^«aiui//if 
unsatisfactq^ry,/^ wi 
or indfeci^i^6n v^nia^ th 
adoption/ /Th^ Tv^w 




^ysis/*of the determinants of a behavior-, we 
s ^uhsy^tems interacting ^ampng themselves 
/y/ outcomes.' When a person is psycbologi- 

14te sexrvices are available, a trial 
e initial experieitpe of the tri^l adoption 
a$e the chances of sustained adoption. , 
iialtial experience of the trial adoption is_ 
Inforce the initial Resistance, hesitation 
riSQn is most likely to discontinue initial 
n^ion added ^ere emphasizes that thfe adoption 
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lould depend upon the nature o£ interactioTi'^be^een psycholdgic'al 
re^inesa (which in tiirn* is determined by the 'fotir subsystems), 
and^e accessibility of services (an intervention variajble) . 

If a person is unwilling or not in a psychological state of readi- 
ness to- accept a health measure (even when adequate services and 
environmental support for positive action exists) , the primary and' 
immediate objective. of an intervfention program would be to* change 
the initial unwillingness to a state of psychological readiness or 
willingness. This objective can^be achieved through one of or a 
combination of va^rious intervention strategics such as legislative.-^ 
> coercive means ince^ttives-disincentives, in^reased^ accessibility pf 
services, and pe?rsuasive communication and. ^j^cation efforts:*'' TRe 
mpdfel presented in this papfer is based upon a sustained and inter- 
' na:lized behavior change and when the envir^mental ^conditions play • 
•'supportive roles f or ^ sustained change of the behavior, persuasive 
bommunication and edXication would be most appropriate means for 
intervention both by the, ethical as well as scientific standards. 

SUMMARY . ' 



This paper reviews some significant -issues relevant to intervention 
through communication inputs for changing a health behavioir. The 
author cautions against^ the bias introduced by the "law of the 
instrument,," and suggests a model for an analysis of the /de term j>n- 
ants of a behavior consisting of four subsystems: a)culcuralj b)social- 
'structural, c) social-psychological, and d) environmental-siti^ational. 
—Such a diagnosis will enable a communication strategist/ to ^^termine 
which or what combinat^ibn of factors ^determine a particular behavior. 



This paper also d^^cu^^ses the issues relevant to the /twp proposed 
standards^ of justification for an intervention. These are:^a) ethi- 
cal and b) scientific justifip^ions. The author presents, an analysis 
of various, causal conditipds and five forms of interventions perti- 
nent to these situations, tKese are: 1) informational* 2) instruc- 
tional, 3) consonance (resolution of conflicting motivations, attitudes, 
cognitions, etc.)> ^) environmefital-situational, and ."5^ motivational 
(changing in ^ the motivational structure).^ It is suggested that in 
many or most situations, the non-acceptors of a health measure can 
be favorably p,ersuaded through a consonance model , and that it is not 
alwdjys necessary td change the deeply' rooted beliefs, values, and 
motives (primary infrap^rsonal variables).* 
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^SOCIAL ECOLOGY, HUMAN BEHAVIOR AND SOCIAL CHANGE 

Richard Reynolds . 

"I am not my liffe, my fat§. Or^ rather, I am not 
wholly that. I can turn from my ^actualities to 
my potentialities. . H. Blackham (1965) 



Who we are - how we see^ ourselves and how we^wish others to see us — 
may be entirely at; odds with the way we are actually seen, La^ng, 
et al., (1966) Tiave pointed put that oar experience of ourselves 
is also -a function of how others ex|>erience us and cojnmuiificat6 that 
experience to us. We may reject the'^if definitions Xn favor of our 



own, but tire have, nevertheless, experienced those 



can never entirely exclude them from a personal r^i^lity. 

In a scfence of soci/al ecology and Jin the practical of hea3.th educa- 
tion and planned socia3r^hange it. is'useful to re<iall the wordis sxi' 
W. I.. Thomas' (1923y, "l*f meiV-define situations as. real, tfiey are 
real, in their consequences." Too often healt^i prc^f essionals and 
other agents of social change have conveyed to th€t public - B^rtlcu- 
larly to that part of the public that is "econbmic^ilXy or spci^ly 
oppre(ssed~a clear statement of value which places; the professional 
'in a position of superior north. Kembjets of minoiity groups, the 
poor and those who are otherwise disadvantaged learn e^rly in life 
that they are somehow responsible for thjeir sorry'state. 



change 



definitions arid 



Tfiis paper is about hutftan behavior and. social 
a social ecological perspective. /As such it is 
environment of ideas (de Chardin 1965) and Its imp 
perience of ; irealUty and upon' individual and group 
.grams .of. planned social change. 



as viewed from 
cdthcei'med with the 
act on Human ex- 
refeppns^-^o^ pro- 



The definition of health that underlies this' paper 
that of the World Health Organization^ although it 
agreement with it. ^ 



differs from 
is not in dis- 



and external 



Healfh i's a process of adaptation to internal 
^"environments - biological; physical, psychological and 
social — to achieve a state of dynamic equilibrium or homeo- 
stasis. Illness is the lack of internal and/or external, 
balance or homeostasis.. This balance might iriclude physical, 
mental, social aftd spiritual dimensions. Therefore, health 
and Illness are subjectively defined; how an individual feels 
about her /himself (well, not well) may not be 
professional opinion. (Reynoldjp 1973) 

: ■ ici; 



congruent with 



■ > ■■ 

" ' ^ - ' • ■ ' •• • ' - / 

The definition of social" change x^rhich I will use is tljat of 
Everfett Rogers (1969) "Social Change is the -prpeiess by which 
alteration* occurs in^ the structure and function of a social ' 
system."* The impetus foi^ such change may be plaxmed or un- 
planned; and it;s source may b€ internal or external tg the 
sotiiety. For the purposes of this paper' I x^^ill deal with * 
planned prpgrams of social change x<(rhich are from' the indivi- * 
dual, group or community viex-irpoint—externally generated. 
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SOCIAL ECOLOGY' AND HEALTH BEljlAVIOR 



Although human ,ecologista make reference to a social environ- 
ment and to an environment of ideas. the use of the temt social 
eco logy is not Gompon. Jo luy knox^p-ledge ther^ is no 'definition 
in the* published l^^rature. The definition I will use is as 
-fdllows: Social ecology is that part of human' ecology con- 
cerned with the study. of human kind's environment of ideas, a 
nonmaterial. environment which is expressed thf ottgh culture^ 
social interaction, and j-ndividual 'and group detinitions and 
'^ interpretations "of reality * Froiif the Gommunit;y development and 
health education per,spective social ecolc^y is concerned with 
how peqples| beliefs and ideas are related to behavior in re- 
^sponse to organized efforts at ^individual , group and sacietal 
change- • . * ^ \ 



Not every human ecologist WQuld accept the inclusion of the 
social' environment as an appropriate area of study. Dunc^ and 
Schnore (1959), for example, say 



r 



..-.The behavioral sclent iat ' studies ?oci^ty as a syste^a - 
o~f social interaction and inter-persoiial relations, the*- 
culture theof-ist approaches it as a 'culture pattern .or " 
value s^stOT, and the human 'ecologist examines society^ 
as the functional organization of a population in process - 
of^ achieving and maintaining an adaptation to its environ- 
ment, o ' ' 

However, bother writers (e.g., fedward Rogers 1967^ 196^), would 
not rule out the social environment as an appropriate field of 
study for th'e human ecologist . - ^ 



In 1967 Gilbert son and Rogers, -in a response to a report of ^ the 
•Committee on Environment of the American Public Health Associa- 
tion, which' .had confi/ied its definition of t^ie environment to 
the physical and biotic CQmpotients, moved that the Governing . 
Council of APHA reconstitute t;he. Committee so that a bi^oader 
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def inition could be formulated which would -include the social 
environlfent* They suggested the following: 

•*■•..' 

Public Health is concerned iKrith every factor in the 
.milieu of man that affects., or may affect , his .in- 
dividual pr social well-being. It is the sum of 
these factors' that comprise the environin^nt of rele- 
.varipe, \ ^ , ^ ^ 

The environment so defined embraces a spectrum rang- ^ 
inl' from the material world, of physical and biologi- 
cal phenomena, ' at one extreme, ta^ the abstract phe- 
ngmeua of the world of human ideas- and thought at the 
other. Mediating! between these extremes there exist 
the behavioral^'phenomeria of culture and' social interj 
action which also constitute important co_mponent:s of, ^ 
' the environment at.any-given point in time. 

The vieiir gf human ecology taken Here is an active dne. It sees 
each human- as struggling to predict an^ antjcipat^. outcomes of 
her/his acts (Kelly 1955^, It> prpsupposes that any one indivi- 
* dual's knowled'ge of the world is .incomplete and that "The rele- 
vant facts aild forces include not only what is happening but 
.also what men thMk is going to happen" (\y.ckers 19^63), Put 
another way (Nietzche ^1886). - ^ - 

The answer to thej^qifestion "WHat is that?" is a pro- 
. ' cess of fixing a meaning from a different standpoint ^ 
4 • .Fundamentally,' the question i^ "Wh^t is that for me?" 



\ 

l' 



CHANGING AND INFLUENCING HUMAN BEHAVIOR 



In all efforts at social change we must deal with changes in 
self identity, self perception and self understanding on the 
parts of indivicfiials and groups in the sbciety,^ • In seeking 'to 
affect change- on the part, of others, we must undterstand how 
people organize an3 reorganize their social knowledge of the 
world, including' how they define the world, how they interpret 
the meaning' of events* in their lives, how they de^termine their- 
courses of kction^ and how they ultimately choose'^to act. These 
definitions, meanings and interpretations are arrived at by an 
•individual bringing together his own unique experience of the • 
world (his personal history ^nd biography) with the? common sense 
understanding of everyday liffe which ^he shares with pther m^- 
bers^of' his society (Schutz 197€) , The commonsense understaitd- 
ing of everyday life is pimply that "everyone" in the sogiety 
"knows"* to' be "true" about hov; the* society, i^zorks and why 
j(Garfinkel 196.7)* Xhis understanding is derived through pro- 
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cesses ^of socialization (in families, school^, work, community 
lifB) in which the. culture is' ^ransmltte<J frbm individual to * 
individual . ' ' 

^ * • ■ r ♦ • 

ilowever,^ because each individual views 'the world*. from his own 
unique position in the world and with referetice to several 
primary an<| secondary groups to which. he belongs (e.g., family, 
profession, community , ethnicity) , we iivp in a world pf multi- 
pi^ realities' (Schutz 1971). No- event has exactly Stthe sam^ ^ 
meaitihg or appe^is;3 exactly the same for* each of the -pey Sons 
periencing it. The fact that our worlds are not exactly con-- 
gruent is^'in general not a problem — for the match is close., 
enough, or' appears close ^enough, for the p^ticipation to accept 
the share*d experience o^ an event is- the same for each. We ^ 
are forced to question the reality of our personal worlds only 
n^hen they "come into conflict with another's view. Here are some 
obvious examples : - 

— inter-group conflict (e.g., Marxls>t and Capitalist 
interpretation of economics 'and 'sotial organization); 

— professional versus consumer points of view in health 
planning; » ' ^ ^ 

— cross-cultural communication 4n community development. 

In pul^lic health the social aspects of man s environment have 
notybeen left untreated. Hifikle and Wolff (1958-) , for example, 
collected data on episodes of illivess experienced by 3,000 pa- ^ 
tients, inve^stigating the relationship between illness and the 
patients* life- experiences and, social environment. They found 
that «a small proportion x>f patients (10%) experienced about 25% 
of all illnesses, showing -a general susceptibility to illnfess ■ 
regardless of type, experiencing the involvement of several 
organs, and*showing an increase in the number- of psychic disy^ 
turtiances as the number of bpdily illnesses increased. They . 
wrote: 

....one can scarcely escape ♦the conclusion , that , whoever 
a^ man may be, and whatever ^ay happen to him, the way 'he 
' ' peTceives his life situation and reacts to it is an Im'- 
portant determinant of his health. It is reaso^jable to 
estimate that at least one third of all the illness cpi^ 
sodes that occurred among these people were influi^ncecf 
in their time of occurrence, or in their course, by the 
attempts o-f the individual to adapt to the events and f ^ 

^ situit-tions that he encountered. 



^ Public ai^d private health professionals ten see' a person de^i 
Ing with an illness from a ciinical perspective that tend 6 to 
classify the human oti, a medical (biological) rather than a- 
social basis. For the. human ^however, *the illness has personal 
and social meanihgs* that md^e^of far greater consequence to 
him than the medical "facts. 'M Mullen ' (1973) , in* a study of ^ 
persons who had suffered a myocardial infarction, found thaV 
the meaniog^ of a heai'rt attack/for the individual and her orchis 
family could have serious 'consequences for more general social 
health arid for the manner ^ in which patients responded to^regi- 
. mens such as. diet and. wei^ht^cbntrgl and restrictions on^smo king, 
^drinking, exercise an^' sexualxi^. For example, a patient who • 
saw himsrelf as self-reliant and whose hobby wag working on his 
home, began, shingling his roof soon after his return £rom^ the " • 
hospital. A young man who had always 'observed the ruhbs of a 
healthy life^-diet and weight control, no sraoki^ng or drinking, 
daily exercise (running five mile's day)~was left viTcertain 
about what he could ^do to insure his longevity and worried 
about what would happen to^ his young son and his wife (some 
years younger^nd without job skills) should he dte or 'Become 
unable to work."^ . , . ' 

.When .the patient fe^ls he is unable to do things which 
will help him control his future, anxiety is likely to 
be increased. He may tjien find' It more difficult t o . . 
behave in a^ way consistent .with his physician' s advice . 
'Ai\d, a physician's recommendation may seem arbitrary if 
.it i^ made without' the patient's participation ^ind if /it, 
does not take imto account his unique needs -and life 
s^tylesy. The meaning *df ' "takitig it, easy" can be qyite 
different for a yoiing man with v a family than for an 
elderly widow laying alone. 




Following a regimen may not be the^heart patient ' s probl,r^«v^^ 
much as creating a .new life style and a s^ense of having ^ f uture. 

In health' sciences, ofie of the popular professional cofSTerns 
is with patient compliance. But patients must and should comply 
only with what is best for 'them from theit oxm perspective on 
self, Tamily, their place in the social system and a sense of . 
what .is possible, all^ things considered. .The.kind-o£ "educa- 
tional" inputs which such patients might utilize include personal 
and family counse^ng as well as medical itif ormg^tion and follow-up 
These patient Xhuman) needs require a redefinition of health on 
the part of professionals to include concepts of soE^S^^ psycho- ^ 
logical, and spiritual well-being. Unfortunately, feeing s and 
values related to self and to $ocial life (marriage', family', 
f riendsliips) are rarely a focus of educational programs or other 
efforts to change or influence human health, behavior., ^e prob- 
lem stated briefly is that the 'patient/ takes an ecologic (or 

^ • ■ ^: . ■ . i07 • ■ ■ . .. 
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holistic view of her/his life condition aiid the prof e'sslonal a 
harrow,- disease or , symptom-oriented vi^w. The . latter View 
generally excludes elements of livings' tliat .may be more Import- 
ant to the patient's overall social-psyche logical balance than 
his physiological well-being alone. , ' 



Broader social issues than . individual health behavior are al^so 
involved. Many members of our' society are .seriously dis^* 
advantaged' by reason of race^ economics.^ or physical or mental 
impairment. Thus the meanings of a society and 'it^r Institutions 
as ide&sr- freedom, opportunity ; equality , def initions**bf econ- 
omic, physical and docig^l well-being - may Vary greatly for 
groups and individuals -within a society, A social system* -and ^ 
how it operates have different meanings for thpse who rjile *and 
for thpse who are ruled, for tHose who have power and Chose 
who are powerless. Social scientists, health educators,*, and ^ 
o.ther' social change' agents haVe too pfte^ looked ^^t disadvantaged 
.groups and described them as apathetic and disorganized or used 
other stigmatizing adjectives to explain the disadvantaged' s * 
inability to change' the conditions of their daily Mves. * In 
the environment pi ideas "Th4 imaginations which people have of 
each other ai?e the social facts of society" (Copley 1902). v 



In 1957, Sol Alinsky attacked the popular view of dis3l%^tiized' 
communitfies "populated* by a demoralized citizenry existing 
apathy and anonymity ;| a j^dple neither caring for otli.ers '.nor 
.expecting' others *to care for them.** • ^ 

There is no isuch animai as a disorganized community. 
It is a contradiction in terms to ^se the two words 
. ' together The word comniiunity:^ itself implies an g 
organized, .communal life; pebple laving in an prgan- 
ized fashion.' These, peciple... may have experienced 
successive frustrations to the point that their will 
^ to participate has seemii^gly atrophied . They ,mayj be 
living in anonymity* and starved for recognition. 
They may be suf f ering^f rom various forms of depriva- 
tign and discrimination i ' They may have aQgepted - ^ 
anonymity and resigned in apathy. They may despair 
ag^d feel hopeless about their children inheriting a 
little better world. From your point view they ^ 
may be presenting a very negative form of existence, 
but the fact Is that they are organized in that way . 
of life. , . * * ^ ' • 



Alinsky bcmcluded, therefore, that *' the first function of commun- 
ity organization is community disorganization .^*^ By this he meant 



. that.' -the old social forms ajad arr^ngemeiifts m^st be brokep down 
so tlt^t the new may aris^.. : ' ' * • ^ * ^ 



Put in the terms of social ecology'^ the^ "(Jisq^rganized" community 
functions ^9 an ecosystem with it§ own Anteirnal balance^ and ex- 
ternal , relationships, with larger ecosystems/ The life one leads 
'^-^ri &uch' an ecosystem ra^y^not be a good one but -at least it is a 
life and thete are mechanisms' for survival^. In order to bring 
about change^ that will allow for a lAore decent and humane life for 
all meml^ers of socief:y, change ,agents must, 'consciously accept the 
responsibility to 'ujildermine those elements .in society which .lead 
to oppression and t1ie ^Jestructipn; of human dignity. When I worked 
as a community organizer in.RiihmoridV California, one summer I 
learned a lesson 'about reality and about pppreaMon and its forms 
of expression that I wil^not forget. A local industry had adver-^* 
tised .the av^ail-ability of summer jobs for high scho^^l students 
over a local Tadio ,stat^ion. A number of the* members of a black 
youth group with whom I worlced went to apply. Not only were they 
denied access to these jobg but the reality o^ th'eir percept ions* 
of the world was also denied. The firm said^simply that itT cpuldn't 
imagine how the young men toutd have heard a radio announcement that 
was never broadcast^. ^ , ^ ' " . 

, ; ' \ * ' SUMMARY AND CONCLUSIONS^ ' '\ 

As J was writing this paper my teenage, daughtei: 'asked me again . 
what health education and' Community development are all about. She 
finds it &difficult to' explain how I. earn my living. 1 gaver^er two 
brief apjsVersr-the first, as a social chat^ge agent and healfn edu- 
cator; the second, as a social ecologist; 



1. " Health education as coirimunity development is a 

subversive activfty. ^ ' 

2. Community development is-.J^ing to change the 
worlfl withont' breaking it- 



r 



1 ' ^ * ' 

. .a state of complete physical^ mental, and social well- 
being and not merely the absence of disease or infirmity." (WHO 1946) 

2 . . ^ , 

. This sectionals derived from a chapter of a work in progress. 
Readings in Human Ecology and Health Behavior ^ by .Richard Re3niolds 
and Paula Stamps (Eds.) 1974. See al^ Social Ecology arid Health 
Behavior , unpublished .paper* presented at the. Seminar in Public 
Health, University of Massachusetts, October i973> (Reynolds 1973). ^ 
• 3 ■ ' 

These particular examples are discussed in Mullen's papers 
but in less detail. Reference to the original data was with her 
permission and reflects her interpretation and arialysis. 
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A PSYCHOLQGIGAL COST-REWARi) ANALYSIS 



' OF THE DOCTQR-PATIEMT RBBATIOMSHIP 



by 



Sam P.^Badelf|.nger? 



1 



, The concepts of the sick rol^ (li2^3) and sick * 
role (If, 5) or Illness ^^ehavior (6,7) .are basic to 
lande^standin^ preventive health behavior C8,9) and 
the doctor-patient* relationship., (lO) * The sick ^ ' 
role can be conceived of terms of l) the right^iV 
and duti-es asao&iated >ith illness as a social • 
role, (2,3,11,12) 2) 'as a social phenomenon in@W ' 
Hiding th^-definition of illness U3,l4,15,l6) y 
and deviance categories, (17,1.81 and 3) as a ?pr6i : ' 
cess over time involving personal and social r ,v f v 
- decisions at specific stages ia the continuum fy-pjif 
the transition to iilness, through treatment,- axict 
to recovery. (3,7^19,20,21) Several of these l ^' n ■ 
analyses of the sick role and the doctor-patient' f * 
relationship are psychoanalytical in nature. ^Oor^B.^! 
cepts of unconscious motivat^ion, regression anii^' / I- 
transference are prominent. (11,20,22) More^/ ;*' \? 
recently, others utilize detailed models of ' i 
motivation and decision making related to modifying 
social ^arid cultural variables. (7,23) While ]tfot 
,to disregard the ultimate importance of these? \ 
approaches, a general and simpler perceptual ^pri- 
ceptualization might be valuable to both the 
researcher and practitioner by providing ah ' * ^ 

addftional easily applied f^rame of* reference from 
vhich to evaluate their hypotheses and Educational 
approaches. , v; 



Thibaut and Kelley attempt to develc^p such'' an 
orienting conceptualization by applying the basic 
pleasure-pjain principle of motivation to t£e 
action of groups to analyze and predict' gifoup behavior 
through a cast-revard matrix. It is their 'contention 



^Chairman, Department of Health Science, gan Jose 
State University* * • 



that a relata^ely simple ass"umption as an 
anaiytitial "base will "be I'useful "both as a guide 
to research and in contri'but^.ng some social 
order and simplification to an increasingly* ^ 
."bewildering congeries of fact+." (2U:l) ^This 
paper -will attempt to use the matrix; of Thibaut 
and Kelley to analyze some ' a^i)ects of the doctor- 
patient relationship and the ^'sick role. The 
patipnt is decfined here as ari;|individual who 
perceives himself to be sick ip, a degree that 
limi"ts his capacity^ to functioiivxprma^-ly , or 
as an individual who seeks or ret^ves medical ^ 
services 'from: ^ practit-ioner. 'The relationship * 
will "be. analyzed primarily ^ from the patient's ' 
point pf view.* . . V ' ' 

V 

Although the^ interaction of individuals in 
.groups can.be described in many ways, Thiba^t 
and Kelley distinguish only between the rewards 
an individual receives -and the .costs he inqurS. 
Rewards and i€^osts can be 'co'hibined into a single" 
measure of goodness of outcome for the relation- 
ship. It is assumed that aii individual will 
remain in interaction with another individuals 
or group only so long as his outcome compares 
favorably with some" criterion acceptability 
of outcomes tha^ he has set. "At least two 
important kinds of- standard for such 4n evalu- 
ation can be idehtified, . . . .The comparison 
level (or CL), is the sitandard against which 
the memter evaJLuat^s the- 'attractiveness' of 
the relationship or hoV satisfactory it is. The 
second, called the comparison level alternatives 
(or CLg^2^^), is the standard the -member uses in 
deciding to remain in or leave .the relationship.' 
The two standards are distinguished in recogni- 
tion ot the fact that circijnistances may require 
a, person to remain in a relationship that he- 

regards as unsatisfactory CL is a ^is^andard 

by which the' person evaluates the rewards and 
' costs of a given relationship in 'terms of what 
he feels he 'deserves'. Relationships, the 
outcome of which fall above CL, would-be 
relatively 'satisfying' and attrac*tive to the 
member; those entailing ouftcomes that fall 
belov/ CL would be relatively 'unsatisfying' 

' . ' ° • ill ■■ 
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and unattradtiye ^^^it 'a.efined infor- 

mally ^as the^lowest level of outcomes a member will 
Accept rr the -light of availaj^le alternative oppor- 
tunities." (24:21) - . ' ' 



"CL provides a standard against which an 
evaluatj^on is made of how satisfactory or unsatis- 
factory the relationship is .... . CL^j^^ provides a 
standard in terms of vhich decisions abjout remaining 
in or leaving the relationship are made.^" (2ll:80). 
CL equals; what a person wants or thinks he shou^a 
have. CL'g^^t equals what a person will have to ^ 
settle fc>r.r CL refers to attraction, while CLg^^t 
refers to dependency . The degree which a 
person '-s outcomes exceed his CLgj_t how 
dependent he is upon the relationship. \ A person 
can be highly dependent upon the i^elationship with- 
out it being attractive orVsatisfying if his out- 
come is below his CI*, but higher than adow CLgj^t^* 
The fur-£her outcome falls below CL, 'the less 
satisfying and voluntary is the relationship. 



The 



3asic assumption underlying this paper's 



analysis of the doctor-patient relationship is that 
for most ;patients their outcome falls below their 
CL, but above their CLgjs^. Therefore, the relation- 
ship is umsati s factory 'anci one of low power,' of 
dependency- father tihan attraction. 



* A pei|so}!;i's power in a relationship as de.ter- 
miited^in part by the availability of alternative • 
relationships. The lower his CLg^^f "^^^ less 
power > he has and the more dependent he is upon the 
relationsMp-, 'Illness diminishes a person's power v 
by severely limiting his capacity to function^ - 
.normally (provide rewards for himself and others) 
and reduces his CLqj^^. Death, a perceived 
potentiality of illness f&r most people, is 4ihe 
ultimate * curt aWSnent of CLg2t''* "^^e person 
entering into the doctor-patient relationship, 
illness toas dropped his CL^^^ perceptively. He 
enteii's ^ relationship far bfelow his -initial CL of 
.healtfi,' but from which he ha? limited alterng.tives 
and is, therefore highly dependent. His power is 
curtailed drastically because his only other alter- 
natives may be further incapacity or death. ^^^^ 



-91- 



Since a person's CL is achieved by comparing 
hims^elf vith others similar tla himself ,(25) the 
assmption of dissatisfaction is tenable to the 
extent that a person beginning an illness episode • 
compares himself with healthy people.. "If the sick 
• role, contains stages involviiig a) the transition 
period from health to illness, 2) the period of' 
.'accepted' illness and, '3) convalescence." (20: 2ii7) , 
t^he patient's CL "and dissatisfaction would be*^ hig^iest 
in the first knd last, stages. During the period of 
sick role assumption, the patient is more likely 
to compare himself with ^her patients and lower 
his CL,^ One might hypothesize that affection for 
the doctor and attraction to t]ie relationship 
wpuld be highest in this stage. Attraction to the ' 
relationship would show a positive c(^rreiation to 
the degree that the patient could see hiriselrf as 
belonging tQ the world of the "sick. For the 
physician and hospital", the initially "good" 
patient is pro^bably the one who accepts his " 
, illness state and loweps his 'CL |io correspond' 
to his condition. From this point of view, the** 
problem of overdependency in convalescence could 
^ be conceived of as a refusal b^r the patient to 
raise his adjusted CL or recognize possibilities; 
for increasing fiis CLg^j_^ or choices. ^ - 7- 

\ ; . , . . • . . V 

J • ' Thibkut and Kelley define a relationship as 
nqgvQluritary "when an individual is constrained 

^-^' to'm relationship in which his outcomes are 
relltivily poor and/or is ex^Auded from alter- 
nativeJ:relationships in which his out comes are 
relatively good. Furthermore, for the relationship 
.to be nonvoluntary, the outcomes in the alter- 
native rela-tionship must^^be sufficiently favoyablet 
and sufficiently salient ^o th^t the individual 
finds himsalf below CL,,.,'.In stating that 
individual is^constrained to a relationship and/or' - 
excluded from alternative ones it is meant that 
the other persons are able to impose heavy .cc5sts 
on the individual if he tries to abandon his 

^ present relatioKish|p' and/or enjb^Fsanother (more 
attractive), relationship,- In other words, other' 
persons are able to exercise fate cismtrol over the ^ 
individual to enforce a nonvoluntaryjrelationship,-^ 
'(2U:l86) If we substitute illne^k fdf other 
persons in the above quotation, yS^ have a fair 
description of the doctor-'patien^ re^l^ionship 
and the patient's sick role,' To the %gr@# thaf 

^ ^ . • • . . \ . 
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the patient associates the physician with tlie 
forces of health and illness (or fate) over 
•which the patient has no control, the doctor 
ajlso has fate control. Many of the types of 
situations and "behavior that Thibaut and Kelley 
associate with nonvoluntary relationshJps s^uld 
"be? apparent in the' doctor-patient relationship. 

Nonvoluntary relationships kre characterized 
' (jj)y depravation /and frustration. Anyone who has 
^^^en a patient ±n sonf^s^^pitMs should "be ^ 
^zami liar wiM:h the emotional deprivation involved 
in surrendering one's individuality and famildbar. 
possessions to jihe impersonality of the Tiost^ital 
gown and routine. One's repertory of l^ehavior 
is' reduced while his life space and the variety , 
and amount of[f social and physical sensory stimula- 
tion is reduced. ,The typical adjustment tcxj^^Wfis ; 
kind of deprivation is a lowering^of CL. (2i|':17il) 
Lf Lederer's interpretation of the sick role is, 
co'yrect, this is actually wha^happena when one' 
-accepts his illness. (20) It may be that what «^ 
is rfegarded- as common regressive "behavior associ- 
'^tedyith the shock of illness jLs (in part) the ^ 
patient's lowering of his CL "by decreasing the 
saliency of his previous higher CL relationships. ^. 



An important part* of many nonvoluntary ^ ^ 

re^Lationships is the fate control exercised oyer 
the individual. As noted ^ the patient may 
perceive his illness and\the treatment' associated 

fith it as exercising this sort of conti'ol. The • 
nde finite nature of illness in regard to duration 
(time-perspective) and outcome (eventual CLg^-j^^) 
will increase the patient's psychological costs. 
(2^1:176) In this situation, it can be expected 
that the patient will attempt to discover or 
develop behavior norms. 



"For the person over whom fate control *is thus 
exercised," the severities of deprivation and pain 
can be ameliorated — an, adjustment can be made — 
if he can somehow have the powe^ converted ^rom 
fate control to behavior control, for example, by 
discovering a behavior-controlling norm to live - 
by." (2i+ri79) The norms that patients wqrk out 
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with 'thei97 ..doctors and many &f the pro|*essional 
norms of ttie-physicianV (dress, speech,! vetc. ) coiild * 
"be viewed as security fostering (ievices^ The ^pom- 
pulsivfi and ritualistic "behavior thatvsdBi<i p^atients 
exhibit, could* "be viewed a$' intrapersonalv x^orm 
setting, or individual norm setting with an im- 
personal, fate. (Religious ritual could ^hrYS the 
kame function in an environment viewed as hostile 
or over which a 'person h^.d little* "behavior conti^l.) 
One interp2?etatioji of suicide (and there are many) 
. could be an attempt t9 gafin boi^ayiol'al control in > 
a nonvoluntary situation ^/dominated by fate conitrol. 

' ' ' ; ' ' / ^ 

From the physician* s. •;^oint of view,-* the psEtient 
has few^or no alternatives but to enter the standard, 
docU^r-patient 'relationshilp . Doctors^ however, 
often overestimate th^ir power' by refusing to realize 
that the partient may see^i^alternatives that the* 
doctor does nof, recogni23s. -.-'These aitexnatives include 
the refusal to notice ^symptoms or ^'seekxreatment', 
going to a medic al/ quack J taking p§itent medicines, 'l 
or committing suicide. To -the degree that the doctor 
sees that alternatives exist for the patient, 'the, 
perception of his own power is lessened. It would 
not be unexpected for some doctor^^to protect their 
perceptions 6f power by resisting a,n understanding 
of the frame of reference gf the patient. This could 
be accomplished by classifying the alternatives as 
ignorant, fanatical*, irrational,- qr unexplairiable. 
(Many teachers wh(^ .refuse to. recognize or try to ' 
understand alternative goals 'of children who^e 
motivational systems are* in^ongruent with^their 
own couJ.d be considered analogously.) Whether or 
not the^doctor perceives the patient's alternatiWs 
as legitimate, it is the patient's perceptions 
that "guide his behavior. 

The patient's alternatives of not seeking 
treatment or going to a quack <9.re^all too comonly 
utilized. Why is it that the physician > backed 
with tUre powerful expertise of modern medicine, 
cannot establish a viable relationship wi\h some 
patients? Why is the cost of- the relationship* 
sometimes so high that it falls below the patient 
now meagej: CLg^j_t ^-^^ refuses, to accept it? There 
are always present those basic costs associated ^ 
with the illness and the fear of death that might 
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^ause ^ the individual to ^^deny synr^toms or reject 
treatment. These co^ts tg a cer|aii^ degree would* 
"b^ a given friable for, any pai^icular patient , 
although -an \infortunate re;LatiC)nship could increase 
them. They form the r^ liabilities with which 
the doctor mv^t c?ontend; - There are £&L%o those - • - 
costs associated directlv with the doctor-patient 
interaction, related tOjNbutVnot stemming directly 
'f rom^^ the patient's state of illyess. 

, »- * > ^< I 

. ^ The statement of a pati^.iit who chose the \ 
al^ternative of a quack over ivghysician furnishes 
|pne example of the strictly interactive costs 
associated with some doctor-^-pat-ient relationships^!. 
In speaking' of her relations with $i fraudulent ^ 
cancer clinic, a fifty-six year ol4^woman said, 
"They was all so courteous to .me, I^'am going to .\ 
stay with them no 'matter what; else I do. The j\ 
last doctor I wenf^o was abrupt 4:.o Ine/ ile said 
I was in some stage of cancer and the way he 

said it scared me to death. Now the^e [people 

said^ 'Look .on the bright side and enjoy life 
all you can. ' this -doctor took all the joy out 
of living because he scared me to death. Now 

with these people,, I feel safe and happy. 

I went to the Clinic because I wasn't getting 

no satisfaction from my doctors. And well, like 
I said, I'll stick by them if it is the last thing 
I do. They helped me mo^e than anybody. . I feel 
better when I take that medicine , and when you 
star.t to hurting they give you something for it. 
They don't, say, 'Well, that is' just part of your 
illness, so we can't help it if you are si^ck at 
your stomach,' ^Or they don't say, 'You imagine^ 
you are hurting. ^ They give you medicine for 
anything that ails you." (26:285) \ 



WithiTi any relationship there are those 
problems dealing with tasks not directly related 
to the personal interaction df the 'group'. Actions 
directed toward these problems can be called task 
functions. Thef curing of illness is the primary 
task function of a doctor-patient relationship..^ 
(•fo the degree that the emotional- interaction 
of a doctor and patient direj^tly affects the- 
course of tre^ment, this distinction is too 
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^ gross. There are qIso those- problfems associated 
|n.th the Internal relations jof the group, those / 
0.ctivities by which each ijieniber maintains his 
.ppsitiott above CLait)-" (2^-^275) , 

V ■ V - V ■■ . ' ■ 

. \ One might. a3?gue that while modern 'therapeutic 
knowledge hg.s enabled the doctor to pursue his v ; 

• tfifsk ftuict i oris , Apr e aiieqUately, this increase iri 
power may cause him to negle<:t his maintenance 
Yunctjorig^ an o-^ers.ight in which no^ good medicihe 
man^or quack would be caught. - The »saliency of( 
maintenance functions may»not toe high for some 

^ i^hy^icians because of their taslc orientation and 

* power. " They may not perceive p, tendency to neg- 
lect these functions as particularly costly. The. 

physician approaches the doctor-patient r^lationU 
ship with^power, confidence, and a high CL^2t' 
In this position (as Thibaut and Kelley note) , 
one has a tendency to emphasize* -fth^ rewards and 
, not 'the costs in calculating his interaction 
outcome. On the ^ other hand, tb? paltient comes 
to the ^relationship with little power. In cal- 
culating hisioutcome, he will, rate the cost com- 
ponents heavily and the reward components only 
ligtitly. {2k':89) A doctor may misjudge .the ' / 
patient's need fq^ hj.s performing maintenance- 
functions.. Also, fron^ his posiiiibn gf power by 
virtue of his , high CLait (there are more patients 
than doctors) he may not perceive tjiem as being 
an important part of his prpfessionaSc role.. In 
either case, the patient may fin^ the relationship 
too costly. . : " 

' ^' If the patient approaches a quack', he finds 
a converse situation. Although' the relationship * 
may be ultimately more costly , because the quack's 
curative powers (ability to fulfill task, functions) 
are slight, the= immediate cost aspect of the 
interaction is very low. Perception of* initial 
low cost ma^ be the deciding factor. "The earl^ 
exploratory interactions '^ire very" important in 
determining the further fate of the potential" 
relationship." (2^:20) ^ • 



Because the potential ieveO^ of costs involved" 
are high, there are no easy answers to- the problems 
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associated with the ''doctor-patient ^relationship. 
(Ar§ tjifere ever any easy answers? )V[ There are 
at^ least two approaches which mgjtft? be profit«,ble 
. in light of, the above ^"^g^ysis . ^) ;An emphasis 
on the preventive medicalN^peclis of the doctor 
^ patient relationship may inroceVthe patient or . 
potential patieni to perceive Ifhp cost elements ^ v 
differently. Having a Pap smedr is not a' costly 
procedure when measured against the cost of 
cervical cancer, especially when thi^ reward- for ^ . 
early • diagnosis includes a Veiy hi^h c\p?e rate. ~- 
" Ideally, prophylactic behavior could be viewed. • 
- as part of the CL^it Q-ssociated with illness' by 
. both the patient and the physic]^an. This per- . 
, spective would malce the^doctor-«-p*atient-^relation- 
ship slightly more voluntary ^beti^se it would 
contain more .outcomes abo^.^ the patient^ C.L.," - 
2) An understanding of group dynamics and the 
importance of maintenance functions- would help ' ' 
the physician -fro cut the costs of the relationshipT 
The types of functions the. physician might pei*- 
, form would ,in elude "creating new reward^ f^r thfe 
members, particularly affiliative ones , .y. . .'cutting 

costs byredueing anxieties, etc., (and) *- 

cutting costs" ;by improved communicati'On. " (2*1:276) 
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lU THE APPLICATION OF GROUP DYNMICS FOR 
INDIVIDUAL dlAHGE, ORGMIZATIONAL CHMGeT OR SOCIAL CHANGE 

By . • 

HELEN S. ROSS and PAUL R. MICO 

INTRODUCTION 

Most practitioners of the health education arts malce use of p:roups 
of people to^l-jard the fulfillment of their objectives. Many were 
trained in the general i^thodolog^r^^pf ^roup dynGiaics as a part of 
their formal academic preparations acquired the* knowledge in 
short-term training workshops as a part of their wn professional 
development. T^oge v7ho haven't "been trained, as such^ have acquired' 
some awareness of "basic processes simply "by "being placed in Reader- 
ship or educational roles in groups and learning how to cope with 
the problems or "getting things to happen." Certainly, most students 
being prepared for specific health education roles today studv p:roup 
dynamics as an important part of their professional preparation. 
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This is not to suggest that we* heal*th educators have any greater ' 
or lesser claim* to the methodology as a part of our armamentarium'^ 
than change agents engaged in other endeavors , although it is an ^ 
important tool for us. It is rather that the focus on small groups, 
as a field of stu'^' and practice, is an almost universal preoccu- 
pation of Western vjorld behavioral science. One measure of this 
is the incidence of publications dealing with group phenomena. 
Golembiei-fski (1962) reported on a study conducted back ih.19^^5^ which 
counted the numbers of articles published over a period of 30 or 
Uo years; and termed as "explosive" then t^e number ^published In "the 
short period following Vorld War 11. . VJhile we are not aware any- 
recent study which updates this particialaJr qensus"^ there is e^sery *• 
Indication that the incidence oif publications has 'risen rapidly 
ever since. Another measure is simply an observation of the Qommon- 
plaCe role which groups have come «to play in publLc lifeo today. 
Is there anyone who is npt more'^than casually aware of encounter 
groups, therapy groups, sensitivity groups, drug or alcohol p;rpups , 
^discussion groups, task force groups, management ©r heaTth team • 
groups, board groups, and the liice? As we alJ. know, health edi:jcation 
personnel have used groups for years 3^ in working with consiimers and" 
boards and staffs, and in the training of volunteers and nonorofes-?r 
sional workers. The trend is toward much greater uses in the futurie. 
As patient education becomes "popialarized" , the demands for these 
groups will certainly mushroom; and ^only the "tip of the iceberg" 
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can be s^Qxiy as the newer phenomenon of "developing health ^ ^ 
care teoB^" drifts into our field of endeavor* We would all 
agree that group dynamics ia an important- implement in -our health 
education tQol kit, • ' . 

\ > 

BASIS FOR m INQUIRY INTO METHODOLOGICAL DISTINCTJONS 

Recently, we (the aut^hors) began to interest ourselves in the 
shared awarenqsss between us that while groups are ever3nwhere 
around apd thaj: while group dynamics is the method for working 
with them, the method as normally taught cannot be applied to 
all situations with consistent effectiveness • We have concluded 
that there are important technologic differences in how the method 
must be modified in order to fit certain distinctive problem situ-^ 
atidns. V , 

While we have hot undertaken an analysis of what various institu- 
tions* J:each their health education students, in the way of group 
dynamics, the course outlines we have seen suggest that most 
jcourses focus on basic group processes • Those "basics" are, for 
the most part: becoming conversant with group theory and research; 
stages in^?^group growth and development and functioning; forces 
which influence group behavior ; interpersonal processes; roles; 
and group norms (Napier and Gershenflel^/ 1973; Shaw, 1971; Luft, 
1970; and Cartwright and Zander, 1968). These basics are essential, 
we want to emphasize, for anyone who wants to work with groups for 
health education purposes, f 

Our conclusions evolve out of similar backgrounds in behavioral 
science as well as in health 'education. The two of us have deve- 
loped^specialities in what we regard as the three basic technologies 
of applied behavioral science: 1) Personal Growth, 2) Organization 
Development, %nd 3)^ Problem Oriented Applied Behavioral Science. 
Thetse three technologies have direct relevancy to our health edu- 
cation work and,' for the polyposes of this article, there are three 
specific areas of application in which we have modified group dyna- , 
mics as ^ result of those technologic insights. One is in the area 
of patient education , where we see the primary issue as "individual 
chauge" and* that groups can be made more e^ffective by modifications 
which have their origin in jthe technology of Personal Growth. 
Anoither is in the area of health team-building , where we see t^ie 
issue as "organizational change" and that groups ^can benefit from ' 
Organization Development. The third is in the area o f board- train- 
ing , where we see the issue as "social change" and the helping 
'technology as Problems Oriented Applied Behavioral Science. We have 
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developed a conceptual model, shown iH Figure 1, that guides . 
our thinking; ^nd a brief discussion of those thoughts folloiijs: 

MODIFYING GROUP DYNAMICS FOR INDIVIDUAL CHANGE 



It is h- generallytaccepted premise that the primary responsibility 
for personal health behavior rests with the individual,; arid that 
change in health behavior requires an individual $et of processes^ 
to be affected and internalized. This is especially true in the 
ar^a of patient education. 

For many exceptionally-motiviated individuals, a decision for 
changing health behavior can be triggered by a mere combination 
of a perceived threat-to-life coupled,, with a titnely ."behavioral 
prescription" to change dietary practices, or stop smoking,, or 
undertake ah extended, careful medication regimen. Not so, with 
most patients."^ They ne^d the support dt others uncil they can 
develop the self-sufficiency to carry through on their 'own. 



Since the focal point of change, in most patient education stra- 
tegies, is the individual patient, it /ollows that an individual- 
change oriepi-pd behavioral science technology would have much 
to of^er. So, x^e have drawn much fr^m Personal Growth. We suggest 
the following premise: the end result"^ of* the uses of groups in 
patient education Is to enable individuals to develop and c.arry 
out "life plans^' designed to enhancea their personal health behavior . 



Personal Growth is a term, for experience-based learjiin^', sometimes 
referred to ,as sensitivity training, human relations training, or 
T-Groups (in which the "T" stands for "training"). It is '!an educa- 
tional strategy Which is based primarily on the "Experiences generated 
in various social^enccmnters by the learners themselves ,- and which 
aims to influence attitudes and develop competencies toward learning 
about human interactions. Essentially, therefore, laboratory train-, 
ing attempts to induce changes with regard to the learning process 
itself and to communicate* a'^particular method of leamfrig and inq^ulry 
It has to do with learning how to learn (Schein and Bennis, 1965)." 



J, 



tient-education groups benefit, then, when they take on some of ^ 
the characteristics of a T-Sroup.* Patients need to be helped In 
dealing with their anxieties, in exploring their basic needs and 
values, in getting authentic feedback which can help them to see how 
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ct>me across to others, in getting confronted around the inconsis- 
tencies between their thoughts and actions, in learning' hoisr to ' 
^experiment with new behaviors, and in the risk-taking that is 
inherent in the development of caring trusting relationships 
x^rith others. The strate^jy is to use^the group fO«tn to create 
learning conditions of individual health behavior change* The 
"bridging device" which we have found to he useful, in moving, 
from the group stage to the individual action stage, is Life Plan- 
. nins > The Life Plan. is a structured procedure, modified by us 
specifically for patients, x^hlch helps the individuals s^t ^bkls 
for nev7 health behavior, develop strategies for how they plah to 
carry out their nex^r behavior, and build a 
them on the courses pf action -they develop for themsTelves. 



"support systeia" to keep 



It is the "T-Group" asj^ects of Personal Growth that need ta be in- 
corporated into group djmaraics when applied to patient education. 
Not only are these special processes different from "regular" group 
dynamics, but the "trainer" skills'^ and insights needed by the health 
edjicator are different from those ordinarily learned in group dyna- 
Tifics. 



MODIFYING GROUP DYNAMICS FOR ORGANIZATION CHANG 



One of the problems facing health care -organizations is how to better 
organize their personnel resources in order to deliver the increasingly 
complex and comprehensive health services needed by ^consumers. One 
response is the formation and functioning of health care teams. Wliile' 
not a new idea in the health field, the movement Hrowards ^operational- 
izing this concept throughout the industry has been gairting rapid 
momentum* of late. This means that the need for the training and 
development- of* health teams xatI 11 increase rapidly also. 
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We define a health team- as follows: it is a special grouping of ^ 
individuals drawn together from within a larger organizational con- 
text; whose mission and experience must be interrelated with those 
of the organization and its other teams; whose members possess differ- 
ent but complementary resources and skills, and perform them in sep- 
arate but interrelated roles'^and functions; who" ^re bound together 
by adherence to a common set of- norms or* standards; and whose resources 
must he delivered as a result^ of a well-defined strategy 'and' pro- 
cedure, if the basic tasks are to.be carried out and if tlje team^ 
objectives are to J>e achieved. .^^^ ^ 



The focal point of change, in team-building^ is an organizational 
one. A team cannot?, or should not, operate in a vacuum. The beha- 
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Vicyral science technology for organizational change Is Organiza- 
tional DevelQpment , or OD, In which team-building is a riajor 
method* The premise on which we base our thinking, then, is as 
follows: The end result of the uses of groups in team-building 
" is to enable organizations to change in the direction of attain- 
ing the goals they hWe established for themselves . Underlying 
the OD pirocess is "Lewin's notion that individual and group change 
is most effective when norms or standards regulating behavior 
ai?e changed. - I'Jhen a norm is changed, group members ' change their 
behavior as a function of social pressures and their desire to « " 
conform to the new norm. Attempts, to change^ group or organizational 
behavior by changing individual behavior often result in. resistance 
to change, particuarly when an i^dividual percieves that the change, 
is not endorsed by his peers: Thus, the primary .focus in OD is 
normative change; individual change is simply a by-product (Burke ; 
and Hornstein, 1972)." - . ^ 

Team-building utilizes techniques sucK a§ data-feedback , for diagno- 
zing the ef fec^iiveness of ,a groups^ work procedures ^nd interpersonal 
relationship^; changing organizational, structures and procedures,, 
in order to improve group .functioning' and increase task , accompli sh- 
ment; training for improving Vole performance and for improving thj^ ^ 
processes of goal-setting, communication, decision-making, and J0 ° 
problem- solving; the creative management of conflict , in. the search 
for ways to maintain interdependent collaboration; Inter-teaTn and 
intra-organizational problem-solving;- line-management relationships ; 
evaluative measures such, as "performance rating" and "cost-effective- * 
n^ss"; and "third party" con^sultations and interventions. Team- 
building training ^nd technical assistance should be provided over 
an extended period o^" time, and should move from team issues to 
organizational issues as It goes. 

It is the concentration of the organizational context"" within which 
the team operates that guides how the group dyn^ics should be 
modified, along with the heavy emphasis on the team* s task accomplish- 
ments and the technical assistance which ^it may need in order to re- 
structure its operational procedures for carrying out its tasks. 
OD is an important professional spe^cialty tojiaj/, and those' who would 
do team-building can learn-much frotii' the technology. 

APPLYING GROUP 'DYNAMICS FOR SOCIAL CHANGE 



'^Just as a" health team cannot operate effectively in cin organizational 
vacuum, neither can a health care organization operate in isolation 
from its social context.- Many external forces impinge on it: the 
Rising costs o£ health care, and the conflicting pressures of the' 
demands for more and better services and for reducing costs, at the 
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same time; the rising growth of health consumerism, and increasing 
confrontations between consumers and providers; political actions 
to reshape- the overall organization' and delivery of health care 
services; equal opportunity and affirmative action programs; 
ititerrelatedness of. health> and' other^ human resources; responsive- 
ness of institutions to social ^nd cultural' conceTns ; community con- « 
trol; unmet health needs; ecologic threat; and uninformed citizenry. 

• ^? .. I ' ■ ' ■ ' ' 

\ One mechanism used to help organisations become more*'ii^terdependfent 
in "ihis respect is the formation of jgroups of citizens who-^can oper- 
ate as "boards." The potential use of boards far the development* 
of, collabora^tiye, interdependent relationships between and among ^ 
organifiiational^ystems . — between f)rovidei?s and consumers — can be 
a major 'strategy for social or macro problem-solving. The behavioral 
science technology for this is called Problem Oriented Applied Beha- 
vioral Scien ce ^or xPO-ABS . One of us, Mico, has been playing an im- 
portant role in tlie development and refinement of this technology. 
The premise that suggest, then, is as follows: the end result ♦ 
of the uses of groups' in board training is to facilitate inter^organ- 
izational, collaborative approaches to macro problem-solving. 



Some of the consequences of sociaL. problems , and of the failure to 
^ solve them, can be measured in. terms of having producec negative- 
oriented "social behavioral forces," such as apathy, powerlessness , 
fear, institutions, anti-soeial behavior, and win-lose behavior. The 
rO-ABS technology focuses its problem-orientation on these social " 
behavioral ip^dicators. Since these problems "spill across" the boun- 
daries of many diff^rent organizational systems, these organizations 
must be helped in d^eloping and maintaining a "system of systems," 
or what we call a macrosystem , for collaborative problem-solving 
purposes. Training, and technical assistance must be well-planned, 
and provided overman extended period of time. The development and 
shating of "power," between providers and consumers, are fundamental 
processes in PO-ABS (Mico and Ross,' 1974). 

" ^ . ^ : 

The implications for board t;raining are considerable. A strong 
emphasis should be placed on the development- of the leadership 
capabilities of the members. The relationships between board members 
and their "constituencies" are important, and should be fostere^J. 
The need for formalized meeting and decision-making procedures is 
, essential, in view of the quasi-legal decisions that often get made. 
Conditions for constructive confrontation and the negotiation of 
differing positions are important, and members need to be trained in 
these skills and procedures. Board members shoiild be . envisaged as 
"swinging doors," between the health care organization and the larger 
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community or social context. An imporfant Soard "product" is 
£2li£2L -- a political strata^ for influencing social change as 
much -as for shaping the delivery of the organization's resou»-c-o - 
The board is a s„tepping stone to the d-mamics of building effect- 
ive interorganizational .coalitions and alliances; to the negotiated 
problem-solving between "have not's and have'sj" to the management 
of social conflict; to the development. of informed citizen self-^^ 
determination; and to other processes inhe^rent in constructive 
social 'behavior. . 



From our perspective, then, board training differs fpom the others 
m that 4ts purpose is to creat^ an on-going, negotiation-based ' 
problem-solving, process, which links up the health care organization 
With other relevant systems of the conmunity, for the general health 
and welfare of the public. 

. SOME GONCLUDING THOUGHTS • 

In all three-^eas T- patient education, team-building, and board- 
training.— much of What is known as "group dynamics" is to be 
founds But, hopefully, you will agree, with us that, there are some 
significant distinctions in the separate applications. Thfose 
distinctions are based on the different end^results for which the 
groups are employed, and on some technologic variations: individual 
change, for patient education groups; organizational change, for 
teams; and social change, for boards. .It is our contention that 
group dynamics can be employed most effectively when modified to fit 
within the context of these^end goals. ° 
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THE APPLICABILITY OF THE LyEERATURE Cil DIFFU5I0U 
' AHD ADOPTION OF 
imoitATIOITS TO CARDIOVASCULAR RISK BEHAVIOR 



' • By Lavrene^"-W. Green 



The contribution of new thought -on *dif fusion wfth another r0yie^^r * * 
of literature is improbable in the face of the recent volimifes of 
Havelock and iCssociates (l971; 1972) with some 4,000 citations; 
Rogers and' Shoemaker (l97l) with generalizations from 1,200 em- 
^ ^ pirical*and 300 non-emptrical studies covering some" 20 different 
' research traditions and Roger^ "(1973) with over IfOO references 

• specifically in relation to family planning". But with the esti- 

addition of 1,000 new studies on diffusion or knowledge utili- 
zation every yej^r (Havelock et al, 1971), and'the paucity of 
attention-to chronic diseases in any of these previous r^ews, C 
. statement on the applicability of this vast literature to tjardio- 

vascular risk behavior would seem not only justifiable but perhaps 
imperative. ^^^^^ cumulative wisdom from this prodigious flood 
of research has nothing 'to contribute to the understanding or 
solution of benavioral problems associated with the most extensive 
cause of death in the United States, then Congress should place 
^ a moratorium on furtive r support of s-ich research from public funds. 

* ■ - . ■ ? 

This review asks of the literature whether certain behaviors 
associated with cardiovascular risk can be explained wi'thin the 
framework of diffusion and adoption-of-innovation models . Specific- 
ally, do the major generalizations derived from diffusion theory 

^ ' and" research in areas, other than health apply to behavioral chahge * 

in relation to the"" prevention or management o^^* coronary heart" 
disease and the cardiovascular .complications of hypertension? The 

. ^ - answers to this question will be discussed in terms of the problem 

that Graham (197-3) has said social scientists and public liealth 
^ • workers have paid "appallingly little attention : developing ways 

of introducing innovations which will be successful in th^e shortest t 
possible time, among the greatest number of people ',at the lowest ■ ^ 
cost" (p. 33h). ^ ■ . ^ — ^ / 

' J' " ■ > 

,r , / • - ■ . . . 

The approach I have had to take to this otherwise presumptuous ' 
effort is to take the generalizations from t'he previous reviews 

^ at face value without questioning the original so.urces. 'from which 

they were derived. Acknowledging, however, that most of those 
primary sources were unrelated — and ^n many cases^irreievant — ' " ' 
to health behavibr, I have sought to identify the specific para-" ^. 
llels ana discrepancies between the inferences drawn from non- 
health ^behavior and the evidence from recent research on heart- 

^ . risk behaviors such as smoking, diet, exercise , utilizatiori of. ^ 

h'lsalthTJifervices , and compliance with prescribed medical regimens. 

.Er|c • ' . ■ . -109-' , • ■ ■ ,^35 ■ 
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The recent secondary soured providing the* most thoroughly docu- 
mented and organized sei of generalizations , in my opinion^ is 
that of Sogers and Shoemaker (1971).. I have reorganized their ^ - 
generalizations into four "^p ad sets applicable to heart-risk 
behaviors: system ef fects T'^iitribUt ion effects , discontinuation^ 
and communication effect's. (This paper deals with system effectak 
The more complete paper *will be available iipm request at the ^ 
Dorothy, W^^gyander International Symposium.) 



SYSTEM EFFECTS 



The first set of generalizations offered by Rogers and Shoemalcer 
from their comprehensive review of the literature an diffus^ion of 
innovations concern the ways in,,which " the-^Q,cial structure acts 
to impede or facilitate the rate of 'diffusiori-^'and adoption of new 
ideas through^ what are called ^system effects ^-* (R & S, 1971, 
P* 29) , They thereby annex* for diffusion, theory- the "rlonns , 
social statuses, hierarchy, and so oiVo^saMal system" as these 
influeJice the behavior of individual members cn^^he system. I have 
been most intrigued With this set of gene;raldzatiQns inAhe Rogers 
and Shoemaker review because of the nearly perfect fit^ith a set 
of generalizations .1 had drawn earlier from a review of the litera- 
ture specifically in relation to the diffusion of preventive health 
practices (Green^ 1970b). The 'following' table presents the logi- 
cally ordered propositions derived from -the literature on system 
effects in relation to preventive heal'th behavior and* tjie- corres-' 
, ponding generalizations from Rogers and Shoemakf^r cixd another set 
~\%f similar 'propositions' derived from the general literature on 
ccomnunicatfiun by Nan Lin (1973). See Table I. 



The underlying theme or construct of- the social system generaliza- 
tions is' that ther system itself generates increasing pressures 
toward a(Aoption as an innovation gathers momentiom and that these 
system effect.s result in a predictable pattern of diffusion with 
the rate of\adoption following an-'S-shaped qurve when plotted as 
the cumulative percentage of ad9pters over time* Rogers and 
Shoemaker :^erm this the " diffusion effect" which they define as 
"the cumulatively increasing degree of influence upon an individual 
to adopt d'r reject ail innovation , resulting from the increasing 
rate of krtowledge and adoption or rejection of .the innovation^ i"n 
the social system" (1971, pVl6l). They further assert, on the • 
basis . of six studied, that thf main determinant of the rate of" the, 
diffusion effect is the degree of "communication integration" in* 
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a social systiem (pp. 163-I6U) 
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Some of these concepto and generalisationo eon best be illustrated* 
with the concrete case of sBZoking as an innovation and its dif- ' 
fusion in the United States until the tide of social pressure • ^ 
turned ^against it -in 196k* 

THE ifflOFTIOU OF SKQKICTG AS A DIFFUSION gEOCESS 

' It is perhaps ' appropriate- to view cigaretjbes as on "innovation" 
only prior to the bad publicity they received in the late 1950s * • 
as the disadvantages of smoking became inescapably siilient in the 
press (Connel & MacDonald, 1956j Toch et ol^ 1961). Indeed, the 
adoption of cigarettes over the past centuiy did folloj^ the usual 
S-shaped curve, as measured by annual consumption in pounds of 
tobacco per pers^on over lU. years of age, tmtil 1955 x^hen this 
index showed ii:s first two-year dip since 19OO except for the 
depression years 1930-1932 (Milmore & Conover, I956) . Current 
smokers then dropped from 56.9 percent in 1955 to 50.7 percent in 
1966 among, males , but continued to increase from 2B.k to 32.9 
percent amokg females whose adoption curve^ started much later 
(iVhmed'& Gleeson, 1970, Table A, p, 2)^. The I9OO to 1955" adoption- 
diffusion curve for cigarette donsumption is -shown in Figure 1. 

* 

Anpther x/ay of findingH^he S-shaped .curVe, more typical of demo- 
^graphic and rural diffusion studies, is by graphing the cumulative 
percent of regular smokers in each age cohort accor^ding to their 
retrospective reports on the age at which they became regular 
smokers. These curves are shown for males and females in 
Figures 2 and 3 reproduced respectively from the 1955 and 1966 
national survey reports (Haenszel et al, 1956,^ig. 19, p. h3\ 
fimed & Gleeson, 1970, Fig. 3, p. 10). The first set, for males, 
also illustrates the importance of the social influence^ factor in 
the diffusion and adoption process. Those who had served in the ' 
Armed Forces where smoking is the -norm had the same adoption rates 
as oionveterans up to the age of conscription, whereupon their ' 
adoption rates increased faster than those of nonveteyans. This 
observation supports Rogers and Shoemalter's first generalization 
regarding system effects (l973jpp»- 29-30)^ and their generalization, 
"^-6: The degree of jcommuni cation' integration in a social system' 
is positively related .to the rate of adoption of innovations" {vTlGh) . 



I'Jhile the diffusion prqcess on a national s'eale has probably ended 
in relation to the adoption, of cigarettes by adults and has been 
replaced by filter-tips and Poking cessation as the nex7 smoking 
innovations, the diffusion process apparently continues in relation 
to smoking adoption by youth and women. More than one million 
young people per year adopt smoking in the United States (Coi^in, - 
1973, p» 96; Creswell & Creswell, 1970, National Oi^earinghbuse for 
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Eigure 1. Cigarette consumption in pounds per person over 14 years of ape; 

United States, 1900-1955. ■ & » 




1900 -03 -40 -15 -20 -25 -30 -35 -40 -45 -50 -55 

YEAR 

SOURCE : Milmore a Gonover , 1956 , Table 1 , p. 107 
Note: The data after 1940 include Armed Forces overseas. 
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Figure 2 . Cumulative percentage of males becoming regular sraokerS (any 
form) prior to Sge specified, by age and previous military 
. service^ United States* 



• 0 



1 T" 

25?34 years 



1 r 

Vclofons 



— I r 

35.44 years 



T ~1 — " 

* Velerans 



/"" Nonvclcrans 




— I — p — I — n — 

55»64 years 

Voterans - 




— \ r r 

65 years ond over 



Velerans 



/"Nonveferans 



10 tS 20 a 2S 90 33 




n: \ \ X \ 



Age started smoking 



^10 15 20 2S 30 35 



i4i 



Source: Haei&sze^ et al <1956, Fig. 19, p. 43). 



•-115- 



Figure 3. Cumulative percentage of females becoming, regular cigarette 
smokers prior to age specified, by age at time pf survey. 
United States, n 
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Smoking & Health, 1971). Recognising .tfte variations in definition 
o:f smokers "between studies (0*Rourke, 1973), there is nevertheless 
consistency of findings oii the increase in per^jentage currently- 
smoking through the school grades prior to the report of the - 
Advisory Committee to the Surgeon General on Smoking and Health 
in 1964 (See Fig. k) . • . ^ 



Igure 4, 



Percent^ of students currently smoking in selected studies before and after the 
Surgeon General's Report. f 
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^ Tl^adoptiop curves yielded by 'the Salber study come closest to 
^pgl^oximiating the S-shaped theoretical curv^. The drop in ;^ercen- 
tage smWing be'tween the ni^h and tenth grades in the study by 
SiiTLtzer et al (1965) can be explained consistently vith the 
adoption-diffusion model as a function of the separation of the 
ninth and tenth grades in- the Berkeley school d:^strict. This 
effect of discontinuity in the social system further supports 
generalization quoted above from Rogers and Shoemaker (1971, 

^p/ l6h; see also their related generalizations 5-22, 5-23, 5-31, 
5-^32 and. 6-1. Other recent formulations of the coramtini cation 
integration concept imcl11d.e Burt, 1973; Hingson & Lin, 1972; 
Rogers, 1973, p.'317). . 
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Anothei*. set of generalizations supported ty the data on adoption 
of the negative innovation of smokifigj is the personality factors ^ 
associated with iimovativeness j including greater empathy, less 
dogmatism , 0 and moare favorahle attit^^des toward change and toward 
risk (R 85 S, pp. 36If-366). Heath's 20«yea^ study contrasting 
smokers and nonsmdlcers found on personality variables identified' 
trait diffei?ences in line with these generalizations (Heath, 1958, 
p. 38.7). The data bn yoxing starters would again be more pertinent 
because, as Horn has warned, repeatedly, the factors influencing 
^the development of the smoking habit are frequently quite different 
from those influencing the initial trial and adoption of smoking 
(Horn et al, 1959; Horn, 1966; 1973; see also .Newman, 1971). 

Weir (1966) used projective technique to mask the purpos^ of ' 
his study and found that students tend to regatrd smoking by young 
males as adventurous and masculine. Whether these traits can 
actually be attributed to the personality of teen-age smokers is 
perhaps less importemt from a diffusion perspective than the fact 
that they are so attrij)uted by peers. The diffusion implications 
of such perceived characteristics of early smokers take on added 
importance when ^tudents openly admit tha.t "conformity" was their • 
main reason for starting to smoke (Salber et al, I963; Schwartz 
& Dubitzkey, 1967; Swit.zer et al, 1965; Foss, 1973). 

Other generalizations from the diffusion literature that can be 
tested with the data on adoption of smoking are those concerning 
the distinguishing social characteristics of early adopters, in- 
cluding higher social status (R & S, 5-'*)> upward social mobility 
(5-5)5 more favorable attitude toward education (5-17) and toward 
science (5-l8), higher levels of achievement motivation (5-20) and 
aspirations for education (5-2l), and more social participation 
(5-22). The data from the high school studies of smoking prior 
to the Surgeon General's Report on Smoking and" Health do not 
•support these generalizations. Early adopters of smoking tend 
to be' from lower rather than higher socio-economic families, tend 
to be less upwardly moMle in terms of education and occupational 
aspirations, less positfive about education and science, and le^s 
engaged in extra-curricular activities than later adopters or non- 
smokers (Horn et al, 1959; Merki & Creswell , I968; Rogers & Reese, 
I96J1 Salber & MacMahon, 196I; 1962) . . ' 

Finally," the propositions concerning opinion leadership and inter- 
personal diffusion can be tested against the smoking adoption- and 
diffusion data. As reported above, students say that their primary 
source of influence in smoking i^^s social. Among the social influences 
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they. say that ^peer influence is greater than family "(Switzer et " 
al, 1965) . The data conrparing smoking rates ^?^ording to peer ' ' 
and parental smoking habits indicate that "boj^fi sources of inter- 
personal diffusion are independentl/^i-ailagr^i^,^ supporting 
generalization "6-1: InterpersonalNd^f fusion is mLtly homophylous " 
(Rogers and Shoemaker., 1971', p. 212T. At the earlier "ages, paren- 
tal influence is maximal (Horn et al, 1959; Salber & MacMahon, 
1961 ; Cressvell et al, I969) , but peer influence increases for 
later adopters (Horn et al, 1959; Switzer et al^ I965) At the 
college level parental, influence declines markedly but peer in- 
fluence persists (Dunn, 1967; Foss, 1973; Rosenblatt et^ al ,1967) . 

A specific aspeoi of the parental influence data that further sup- 
pbrts the homophyly generalization is suggested in sex-specific 
smoker rates according to which parent smokes. In the follomng 
table, the -data from the studies by Horn et al (l959) and Salber 
and MacMahon (1961) suggest- that girls are more likel;^ to adopt 
smoking if their mother is the only smoker than if their father 
is the only ^ker, whereas the opposite pattern prevails for boys. 
In the study by> Sxfitzer et al (1965), however, the mother appears 
to have been the more influential model or change agent for both 
boys and girls, although the differences were not great. 



From these illustrative dat^,.it would appear that the adoption 
and diffusion of smoking has behaved in accordance with the diffusion 
model. The generalizations on sy&tem effects apply to smoking 
adoption in all respects except for the* expected socio-economic 
characteristics of early adopters. The socio-economic aspect of 
system effects has received the most extensive attention in the • 
health diffusion literature and deserves at least a summary 
review here in relation to heart-risk beha^^lor. 



************** 
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Table 2. Percent of students currently^smoking by. grade level, sex, and 
the smoking habits of their parents, in selected studies. 
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HEALTH KUOlgiEDGE MP ATTITUDE ASSESSMENT*^ , 

By G. B. Krishnamurty, Dr^T.H. 

John Fodor, Ed.D. 
L. H. Glass, Dr.P.H* 

I. ABE HMLTH inventories BAMING UP THE WROHG 'TREE? 

The state of knowledge about any health problem in a conmmnity is 
said' to influence the health related decisions within that- com- 
munity. Health inventories (knowledge tests) are- used as basic 
instruments for measuring what people know about health problems 5 
and are often bases for developing educational programs. Such/ 
inventories are constructed either by content specialists and/or 
test construction specialists. It. is often assumed that the 
knowledge ascertained by the inventory is paramount in determining 
health behavior. It is the thesis of this paper that many items 
liijcluded in health inventories are not germaine to the health 
decision-making process. This thesis was arrived at by the fol- 
lowing method of investigation: 

1. Charting the generalized plan for the commonly 
practxced "health Inventory-construction process". 

2. ^ Developing a health-decision-making process to deter- 
, mine information necessary for the decisions about 

a specific health. problem (i.e., syphilis). 

3. Examining in detail two health inventories** to deter- 
. mine 'those items that are germaine to the decision- 
making process. 

' ■ ' . 

The generalized scheme presented in Chart I suec^ests a lack of 
orientation towards the relevaiice of each item included in the 
inventory that is being constructed. The process seems to indicate 
a "knowledge for knowledge's sake" flavor. Assessing the state 
of knowledge of any group utilizing this particular process may 
not provide information that is related to the decision-making 
process. The professional person who^ is responsible for developing 
an educational program that will change behavior may be led astray 
by utilizing information that is gained through the above described 
process. He may select "wrong" information or bury important in- 
fomation in meaningless detail. 



* T\^o papers, reprinted from Lysaught, Jerome P. (ed.) 
Instructional Technology in Medical Education 
Proceedings of the Fifth Rochester Conference on Self- 
Instruction in Medical Education. April 1-3, 1971 • 
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Inventory items should be based upon the knowledge necessary for 
decision-m^iing at either the individual or group level. Chart II 
portrays a health-decislon-malcing process which has been developed 
with reference to syphilis. Two kinds of decision are considered 
in this chart: one kind of decision is made byy members of the 
group^^J^arget group) after receiving informatififa; another kind of 
decislon^^'is tfkde by the professional educatoiTwhen he determines 
the items that should be placed in the inventory. The knowledge 
necessary-to malte a, decision is printed in italics. This is the 
information the professional educator must import to the target 
group to facilitate decision-making, ^e 'decisions made by the 
professional educator are presented in capital letters. The target 
group^s decisions are indicated by lower case letters. An illus- 
tration of the process is as follows: If a member of the target 
group suspected that one could have syphilis witfhout observable - 
external symptoms, he might be interested in acquiring knowledge 
about how to protect himself. The decision depends upon a specific 
bit of knowledge which, when imparted, is 'useful to the individual. 



^n Chart III, information presented in columns one and two are 
taken from Ch^t II. Column 1 presents decisions, tliat must be 
made by the professioffal educator which, in iftirn, will deteWine 
the kind of information he must impart. ^Column 2 presents the 
information needed by members of the target group to reach their" 
decision. Further, Chart III provides a comparison between the 
decision points^ and the required information with question^ used 
in tiwo existing inventories, results appear in colwnns 

3 and U. 



^he folIo\vi»^f^ generalized scheme is commonly used in constnicling health ^ 
inventories. Thi» chaj^t helovv presents the stages in such inventory construction. 

Chaot I 

Generalized Scheme for Health-Inventory-Conslniotion 

Tf:i;t constmction specialists aud/oi;health content 
Decision Stage specialists decide to Jearn tha state of knowledge about 
' a health problem in a community. 



Engage in extensive library or related research in order to 
arrive at questions reliUed to \he specific health problem. 

Compo.sipg Ii. Mns Seek additional expertJDpinion about tlie items from 
individuals or a pans! M experts. 

■ Formulate the l^lth inventory. 



) I^lth in ven tory . 

^entory by administering it to a sample 



Pretest the inver 
Selecting Items °f ^ t'-'-^Ket group- 

Select best itAns through statistical analyses (item 
^ discrimination and reliability coefiicient, etc.) . 



Final formulation of the test instrument. 
Establishing Norms Test on a larger group of individuals to establish norms. 
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Chart n 

HEALTH^ DECISIOX.MAKING PROCESS^ ' . 
<^x^ ciprcs nnU cither person^^lily factors control tbe auiount and degree of 
Zxx»X •ctmtv H ^xiial inlercouise occurs between persons who are not infected 
w^^hn^ibi tlte disease will not oc cur: Those persons xvho have sexual . 
^^xtxo^^ with a variet>- of partners increase the risk of infection y^ith syphiUs, 

CA\ \! ALE OR FEMALE ( M OR F) FROM THE TARGET GROUP 
OTNHNE s£\^^^^ INTERCOURSE TO A SLNGLE PARTNER? 

r ' ' * 1 

yil^ ^ Injected pcnon may not hato ^ N O 

No f nrtiltT obscrvabh* external i>tjm}rioms . M or F is concerned 

itjcMuder atitm * about the possibility 

ss nect^s;ar^• for * acquiripg syphilis. 

thc5 situs tiuii- I 
DOES M OR F KKOW HOW TO AVOID ACQUIRING-^ 
SYPHILIS EVEN THOUGH INTERCOURSE HAS TAKEN PLACE 
WITH A VARIETY 6F PARTNERS? 

, : J 

YES One tvay is to xtse a condom NO 

during each actj)f interqour&e. 
Partners who use this 
technique may he relativehj 

safe from sypJiilis , ■ M or F decide that a 

V condom will reduce 

the risk of infection, 
DOES M OR F KNOW WHERE TO'PROCUHE CONDOMS? I 
— DO THEY KNOW HOW CONDOMS ARE USED? * 



YES Knowledae of where to buy ■« N O 

condoms accompanied by 
knowk'dnc of how and when 

to use them. M or F decide to 

procure condoms 
and learn proper use. 

ARE M OR F WILLING TO INSIST 
►THAT A CONDOM BE USED? ' 

* i > 

YES Reinforce hnowledae that " NO 

I the risk of infection 

A is increased. — M or F agree that 

I condom will be used. 

CAN M OR F RECOGNIZE EARLY SYMPTOMS OF SYPHILIS? — ^ 
DO THEY KNOW SYMPTOMS DISAPPEAR WITHOUT TREATMENT? 

J ' — ■ I ~1_ 

Yj^S Symptoms ^NO 

Men/Women ► M or F decide lo seek 

treatment if necessary. 
*D0 M OR F KNOW THE MEDICAL RESOURCES IN THE 
COMMUNITY? DO THEY KNOW HOW TO FIND THESE RESOURCES? 

_j 

y£s Information about free clinics, «■ 

Ici heahh department clinics, 

private physicians M or F do not hesitate 

in seeking Ivcatmcnl. 

ARE M OR K WILLING TO NAME ll^EIR SEXUAL CONTACTS 
AND/OR RRING THEM FOR MEDICAL DIAGNOSIS? ' 

YES . Contacts vnnjnot kn^w they are * NO 

infected. Contaris u:iil continue , 

' to sptvad the di^i use to others. rr-M or F drcidc 

t6 name contacts. 

^Special recognition Is given to Mrs. Kenneth Stevctier for Ijer fdUorial comments. 
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Some of^ the information sought by the existing inventories may 
be indirectly related to decision-malcing^ but not necessarily 
^crucial: • ' - 

Example: If gonorrhea goes untreated, it turns to 
syphilis. (True or false) 

■ M ■ Syphilis cati be genetically passed on from 

' generation to generation. (True or false) 

Thfese two items, while interesting, may not be important. I'fliat 
seems to be lacking in the two i4;iventories that were examined 
are questions that rel'ate to important decisions (see decision 
points 2, 3, 5> and 7). This may be because the persons 
developing the inventories did not' use a method that analyzed 
the decisions required to talce action -to reduce the incidence 
'0/ syphilis. - , „ 



Summary 



A generalized scheme for the development of commonly used health 
.inventories was presented to show that test items are generally 
selected Qn bases other than the necessity for decision-making 
either on an individual or gro\jp level. A health-decision- 
malcing process chart with reference to syphilis was developed 
in order to illustrate the kinds of knowledge necessary to 
ju?event or reduce the incidence 'of syphilis . 

T\fO health inventories were analyzed, item by item, and com- 
pared with the knowledge arrived at through the decision- 
chart process to see how germaine the items were for decision- 
making. . <3 

The results of the above inquiry suggest that many health 
inventory tests are not germaine to the decision-making pr9cess. 
They leave out many items which need to be assessed. Moreover, 
the process currently followed for health-inventory construction 
is not conducive to asking relevant questions. A different 
process must be followed to .construct a relevant inventory. 



4f ***^f**»^f4f*4f*4f 
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ir. j>RAGMTIC BEHAll^QRAL OBJECTIVE 'FOKvlULATI ON AS A BASIS 
FOB HEAL!ffl lOTOV/LEDGE AMD ATTITUDE ASSESSMENTS ^ 

One important objective . for the construction of health, inventories 
should be to assess the knowledge of the target population as it is 
related to the decision-mailing process, A second important objec- 
tive should be to assess some crucial attitudes that influence the 
utilization of knowledge. In a previous paper, "Are Health Inven- 
^ tories Barking Up the Wrong Tree?", the authors explored a way . 
of investigating two existing health inventories diealing with vene- 
real disease to see if they did in fact assess information relevant 
to the decision-malting process. It was concluded that new ways ^ 
were needed to construct a useful health inventory . It lis the pur- 
pose of this paper to suggest a practical method of devising a" 
health inventory using the disease syphilis as an example. 

Writing genoi^al behavioral objectives is a familiar art to maiiy 
though it has not been used for health inventory construction. 
However;, general behavioral objectives may be inadequate for this 
purpose. *it is the feeling of the authors that more pragmatic ob- 
jectives could better be used. ^ • 

Pragmatic behavioral objectives are those that are closest to the 
actual conditions under which the target population has to make . 
decisions. This paper illustrates ''the development of a health 
inventory based upon pragmatic behavioral objectives derived from 
a decision chart which traces the decision-mailing process in the 
target population under different conditions. The stages ip the 
inventory construction are as follows: 

1. Definition of the target population and ultimate 
objective of the health inventory. 

2. Development of a decision chart for pinpointing 
Icnowledge and related atti-ytides absolutely essential 
for* the target group to take health -action. * 

3. Formulation of pragmatic behavioral objectives in 
relation to the knowledge and attitudes contained in 
the 'decision chart. 

f ■ .. - ■ 

1+. Construction of the inventory items. 

5. ' Tes-tihg of the inventory on one persoa at a time and 

revising the items until all ambi^guities are , eliminated. 

: / 

. * Additional ' author— T.D. Ainsworth, Ph.D., Associate Director, 
Allied Health projects. University of California, Los Angeles'. 
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6. Formulation of final inventory. 

7. Group testing and statistical analyses. e * 

These developmental stages Tfere utilized in constructing a health 
inventory about syphilis. Steps 5, 6, and, 7 have not ■bee^ com- 
pleted at this time. A tested version vill "be available at a 
later date. ' 

1. Definition of the target ^^^opulation^: 

Teenagers who may have only .partial pragmatic knowledge 
about syphilis . ' r 

Ultimate objective: 

Assessment of the pragmatic knowledge' and related 
attitudes about syphilis possessed by the target population. ^ 

2. Decision chart: ^ - ^ 

\f ^ ^ 

The ^^rocess chart 'pinpoints the decisions the target population 
needs to malce. Two kinds" of decisions are considered in this chart: 
one kind of decision is made by members of the target group qtfter 
receiving information; another kind of decision is mdde by the 
professional educator When he determines the items that should be 
placed in the inventory. The knowledge necessary to make a 
decision is^printed ijj italics. This is the information the pro- 
fessional educator must impart to the target group to facilitate 
decision-malcing. The decisions made ,by the professional educator 
are presented in capital letters. The target group's decisions 
are indicated by lower case italic letters. (see Chart II) 

'3. Pragmatic behavioral objectives: 

After examining the decision chart, it is possible to delineate a 
bddy of knowledge that is needecj, by the target population. Follow- 
ing this, pragmatic behavioral objectives may be stated. For exanrple: 



Body of Knoxdedge Pragmatic Behavioral Objective 

If sexual intercourse occurs Given several situation^ with differing 

between persons who are not crucial choices, members of the targetgroup' 

infected with syphilis, the will be able to point ^ut the individuals who 

disease will not occur. are more likely to acquire syphilis. 

Partners may engage in sexual Given several situations with differing 

intercourse and be relatively crucial characteristics, rriemberr^Vth^ target ^ 

safe from syphilis if a condom group will be able to select the membd ^ 

is used. (^>^ that \vill reduce the risk of infection. 
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Construction of inventory items: . ^ 

The inventory item that is cons.tructed should be as close in form 
to the 'pragmatic behavioral objective as possible. The following 
is an example of an item derived from a pragmatic behavioral objective 

Sue has syphilis, « . . 

Tom has intercourse \7±th her, 

Joe kisses her, 1 
I^ho is more likely to acquire syphilis? Tom, Joe (Circle one) 

This type of item is more desirable since it requires processing of 
essential information in a situation closer to the objective. Where 
the behavior of the target population is dependent upon an attitude 
rather thaxi a specific bit of knowledge, situations illustrating a 
variety of attitudes must be given - so the target pop\ilation can 
select the one closest to their attitude. This information is essen- 
tial for the professional educators sipce it will assist him iix 
designing his health education materials in an appropriate way. The 
following is an example of an item derived for this purpose: 

During the past month, Joe had intercourse with Sue, 
Alice and Helen, He was diagnosed and treated for syphilis, 
^ * Afterwards p he considered taking one of the following 
actions. Which one: do you think he should take? 

1. Tell Sue, his closest friend, to see a doctor, 

2. Tell Sue, Alice and Helen to see a doctor, 

3. Talis Sue to the doctor, 

if. Take Sue, Alice and Helen (art different times) 
to see the doctor, $ 

5. Ask a friend to tell Sue, Alice and Helen that 
they have a health problem, 

6, Don't tell anyone. 



SUMMARY 

Existing health inventories may not be satisfactory because they 
usually elici;^ information that is not directly related to t*he 
decision-making process. By taking the decision-making process 
into/ consideration along with related pragmatic behavioral ob- 
jectives, it is possible to develop inventory items that are more 
relevant. This paper presents a procedure for developing inventory 
items on this basis utilizing the disease syphilid as an example. 
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The extent to vhich training activities can- "be evaluated success- * . 
fully is a matter of current debate. The debate extends beyond 
the field of training and encompasses broader educational activi-. 
ties such as adult education^, .higher educationist and compensa- ; - 
tory education.^ Some educators and social scientists profess the 
urgent need for precise and scientific evetluative research in i^duca- 
tion.5 Others argue in favor of maintaining the non-formali-st , 
heuristic appl'oach currently prevetlent in educational philosophy;^ 

The present evaluative proposal starts with the premise that, while 
nat clLI training activities produce precise and anticipated chanp;es , 
an^ while many of the changes produced cannot be detected by the 
. available measurement techniques,, evaluation remains a ma.jor mec-- 
hanism for providing feedback to any training program. Such- 
feedback is essential for the improvement of training programs. 
It must be clear from the outset that the' evaluative scheme proposed 
here is not concerned exclusively with ..the "outcomes" of the train- 
ing program. The training process does not lend itself readily to 
the summatiA^e evaluative approach which requires well-defined, stable, 
and replicable procedures. ' While certsitin selected portions of ^he 
^ . training program might be subjected to a summatlve evaluation, the 

toteLL program can only withstand an evaluative procedure which permits^ 
mid-course corrections known as "formative evaluation" . 'i^ This type 
of evaluation is best suited for training programs, and it has 
actually been found to be the only ty.p^^'of evaluation compatible , 
with many health reJ^ated programs.^ ' 

REASONS FOR INCREASING EVALUATION OF TRAINING. 

The current interest in evaluation of training programs can be 
c ' attributed to a number of recent developments. First, traininp: 

activities both in the grivat/e and the public sector are becoming . 
increasingly common. According to one estimate,^ the amount of 
money expended by business^and industry in training activities ex- 
ceeds the total annual biidget of schools and colleges. Secondly, 
there is in:©reasing interest in ^rational and systematic approaches 
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to social planning. The "Experimenting Society" 10 of tomorrow 
demands continuous testing and , evaluation of proposed solutions 
before they ar6 applied on a general scale. The trend to submit 
new solutions to critical evaluation is in fact producing consider- * 
able amounts of research evidence on the success or failures of the 
training programs for new^professionals such as nurse practitioners 
mental health associates'^, social work aides ^^y^^^ 
comunity he^th workers It is of interest to' note that such 

-critical evaluations are almost never concerned with established 
training programs such as the training programs for physicians, nurses, 
social workers, dentists, pharmacists, public health specialists.^ 
and other health professionals. 

The third main con|^ibuting factor to ^current interest in evaluation ■ 
is related to advances in applied behavioral science methodologies.' 
There are two major developments in this area. The first is the 
development and the popularization of evaluative research designs 
which permit the evaluator ta establish causal relationships between 
the, training input and the observed bahavioral outcomes. The second 
is the development of an educational science which defines objectives 
and learning outcomes sufficiently well to allow measurement of changes 
as a result of the training program. 



CONSTRAINTS TO EVALUATION OF TRAINING 



Both of these advances in methodology, however, have definite 
limitations when applied to the evaluation of training programs. 
The development of the experimental and, quasi-experimental designs 
in educational research 15 is undoubtedly a definite step towards 
a more rigorous approach to training. However, many training pro- 
grfams are not easy to submit to this evaluative approach. Let us 
examine some of the more obvious limitations of this approach in the 
training setting: 

K The dependent variable (change in professional performance 
in this case) is a diffuse factor and is affected by many other 
independent variables in addition to the training program. Thus, 
the e£fect of the training* program in and of itself may not be 
detectable without random assignment of very large numbers of 
trainees to training and non-training groups. 

2. The specific sub-goals of a training program are often 
altered mid-stream in a program, a change which is incompatible 
with the requirements of the experimental design. ~ 
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3. Thef^experlmental design requires ;that the treatment ' \ 
remains constants, ^roughout the educational experiment, a 
procedure that often runs counter to the educational priticiple 

of "starting where the student is" and adjusting at every step 
according to the needs of the students. 

4. The experimental design usually does not allow the assess- 
ment of unplanned or peripheral outcomes of . an educxitlonal pifog 
ram which might be as important as the predicted cues. 

'5. The experimental design uSua^ly focuses on one narrow 
aspect: it deals with^ the effect that the .program has had on 
tjhie individual ; it seldom attempts'- to establish more tar reach- 
ing implications. . * 



The narrowness of focus of the experimental design is both its 
strength and its greatest weakness. While its use is the only certain 
way of arriving at conclusions about specific program outcomes, its 
exclusive and .indiscriminate use has been criticized as myopic by 
some of its strongest proponents 16,17, The Evaluator of a' training 
program cannot remain unconcerned with the long-term and the far- 
reaching effects of the program whether positives or negattsje^ 

This/particularly true in the health field, where health is tj^e 
ultimate goal. We might add that the same principle shoulth^apply 
to other health education activities such as patient education. 
While the- experimental clinical-trial-type design of patient education 
programs might fiocus on the evaluation .oi behavioral outcomes 
(e.g., compliance with medical regimen), the educator as well as 
the evaluator of the eduational program cannot be unconcerned witli 
the final health outcome of the recoihmended behavior* In an analo- 
gous way, a training program aimed at training health persQ^ner should 
be concerned with its contribution to the health and well Seeing of 
the community, 

Unless the view of evaluative research is broad and open, ^d unless 
evaluation findings are stated with appropriate caution, thpre is* 
potential danger for misinterpretation and aabuse. As pointed out by 
others, evaluative research findings can be a powerful JnstfiiKant 
ill the handi ofdeclsion-makers attS politician?. Research as -twell as 
evaluative endeavors are never free of values and of) political impli- 
cations * 



Similar limitations can be cited in regard to the second technological 
advancement in educational science, namely the ..explicit statement of 
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goals in behavioral and therefore measurable terms J /Training in 
the health profession is particularly problematic in this respect*. 
Most of the training goals are in fact vague, while much of the 
behavioral change presumably resulting from the training program 
is difficult to measure. with existing instrunfents. Non-verbal 
coimnuni cat ion with clients is a good example of this difficulty, 
although instruments to mfeasure non-verbal communicative behavior 
are now becoming available 20, This methodological limitation 
has often served as ssx argument against those in favor- of system- 
atic evaluation, It^has beeti observed, for example, that while ^ 
"scientific'V evaluation^ has condemned programs as haying "no/ impact", 
informal impressionistic evaluations ^suggest the opposite 21, Ih 
consequence, the validity o:^the whole approach has been questioned.22 

\ ■ , ■ - . 

It might be said that the evaluative methodologies presently 
available tend to^ focus prlpiarily on training out conies ("siommative") , 
and' less on the on-going aspects of the- training process ('!f ormative") . 
The summative approach might be of limited value to the training 
program staff in need of assistance in making decisions on a day- 
to-day basis. The evaluative approach suggested here is an attempt 
to provide a general framework of the various aspects to be taken 
into consideration in the evaluation of trainiT\g programs for health . 
personnel. 



For the purpose of the present analysis, we will concentrate on the. 
type of training" which aims at the improvement of a health worker's 
job performance in an orgaaiizational setting. This focus purposely 
excludes soma of the academic training programs where neither the i 
sponsoring work organization noT the community that will eventually 
benefit from the. training prog JLQ.m are readily defineable. It might 
be useful to conceive of t^e training process as involving -four 
sys'tems: the trainees, the sponsoring organization which Employs them 
or will employ them in the future, the training institution, and the 




The amount of overlap and the type of relationship between the 
trainee, his work organizatiein that sponsors the training, and 
the training institution are of critical importance to the success 
of the training programs. Often, these three systems are in fact 
hardly ccpiaipicating and collaborating x^^ith each Other. Of equal 
importarce is the relationship between these three Systems and the 
community. With rare exceptions 23 the role of the community is 
not given sufficient consideration, either in the program planning 
of in the evaluation of training programs'. 

The diagram (page 4), suggests that the intersection of the four 
systems constitutes a commof^ ground. It is the ground where the 
goals, the needs, and the activities of the trainee, the training 
institution, and :the sponsoring organization meet in their concerted 
efforts to solve the health problems of the community. This approach 
envisions training as part of a larger process, the process of meet- 
ing community needs and bringing about social change. As Mathews 
has pointed out, training can only be meaningful and effective if 
it is .part of the process of planned change 24, 

Evaluation of the training program seen in the above context should 
clearly attempt to answer questions that go beyond the final train- 
ing outcome, i.e., the improvement of the trainee's performance. 
Questions of the relevance of the program to the community needs, 
the involvement of appropriate groups in the planning stages, and 
the planning^process of the training itself are also objects of 
evaluation. At the later stages of the training, evaluation activi- 
ties should be directed to the characteristics oJ^the training facili 
ties,, the quality of the training process, as well as the effects of 
the traihing on participants' performance. Finally, the way the^ eval- 
uative feedback is utilized and diffused and the consequences of 
the training activity for the organization and for the community ' 
are also objects of evaluative activity. 

* ■ 

It must be obvious from the above that the evaluator or the evalua- 
ting team of a training program, if it is to employ the formative 
rather than the summative" approach, and if it is to contribute to 
the day-to-day perfecting of the program, must be an integral part 
of the training program from its inception. In so doing, the evalu- 
ating activities keepthe program growing and progressing with con- 
tinuous adjustment to changing demands and changing circumstances. 

Let us now examine some of the specific training activites where 
evaluation shpuld play an important role. In doing So, we are in 
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fact forced to examine the planning process of which evaluation is 
a mirror image ^5, Table 1 summarizes ^ome of the main phases ^ 
of the program where activities need to be continuously evaluated.^ ~ 
The first relates to the relationship of the training program to 
the community. The second phase is concerned with the evaluation 
ot the on-going planning of the progran* The third area of concern 
IS specifically directed to the training institution^ its policies, 
organizatxon, and structure. The fourth is concern j& with the " 
training 'process, including meth-ods used and quality of the educa- 
tional experiences. The fifth area is concerned with what is usua- 
lly the primary focus of evalutiv^t. research, i.e., the success in 
the training objectives. The final phase of the evaluation is con- 
cerned with the utilization of evaluative feedback. Each of these " 
are objects of evaluation activities^ which try to answer a variety 
of questions in. regards to the- training programs. The six phases 
dxscussed here follow the chronological order of the planning pro- 
cess. However, different training programs might select to focus 
on different sets of evaluative activities according to the stage 
of their development and according to the partcular concerns and 
purposes that evaluative findings will serve. 

The sources of information to be used for the various evaluative 
activities differ. In Table 1, we present a range of sources of 
information, from informal communication and unplanned participant 
observation, to use of formal information sources such as data collected 
through questionnaires, and documents .such as local health" statistics 
and administrative records. Correspondingly, the methods of data 
collection will vary according to the type of information sought and 
the sources of such infomj^tion. Ku«h evaluative information can- be 
obtained by participant observation in meetitigs, classrooms, site \ 
visits and in field training observations. Other d^a collection 
methods include interviews, questionnaires, diaries, and statistics " 
or other documentation available through independent- sources. 



The nexe column in Table 1 indicates some of the main contributions 
of evaluation. I,t will be noticed that evaluation can benefit many 
different aspects of the prograjsts* Some example^ of uses include 
estimating program inputs, furnishing guidelines fBr action, deci- 
ding on program modification, and contributing to knowledge. The 
last column deals with the. many different human skills that evaluative 
activities require. We will now dis-cuss in some more detail -the 
evaluative activities previously proposed. ' 

■ \ - • • 

A* Evaluation of the Relationship Between the Community and 
the Traini ng Program . As mentioned earlier, it is not sufficient 
to a^ the question, "Did the training program bring about the Wired 
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change in performance?" Before asking this question, which is 
the concera of a later discussion, x^e must ask "Ar* the .Ganges 
proposed by the training* program desirable and by x^hom?" Too 
often, it is tak^n for granted the program will be 'beneficial to 
someone. Hoi^ever, before this can be assumed, it is important 
to examine critically the. relevance of the training program goals 
to the community. ♦ t 



Some 'of the pertinent questions the evaluator has to ask relate' 
to the degree to x^hich the community participates in the decision 
to institute a training program, in the definition of the training 
needs and in the selection of trainees. The process of community 
input in training programs actually does occur in some instances, 
although not always in a planned fashion. The involvement of local 
agencies in a training program for. health aides introduced b^ a 
health department is an example of this. The selection of youtig 
people to study medicine by the community in a Chinese setting is 
another. Information for this tyipe of evaluation would usually 
originate in observations during meetings and communication x^ith 
interested groups or community leaders. Such observations can l^e 
collected by planned, systematic techniques such as the nominal 
group process "26 or by unplanned an^ casual methods. Talking x^ith 
people in staff meetings during site visits or in informal settings, 
for example, might furnish valuable information often missed by 
the use of formal research-^oriented data-collection methods. An 
evaluator xiiith anthropological training might be of particular valde 
to this part of the evaluation activity. The contribution of* the 
anthropologist in evaluative educatior?.^ research has been recognized 
by thfe school system of Berkeley, where"*a team of anthropologists 
is presently studying innovations introduced in the school and their 
effe^ts^ on the students, their parents, and the community. 27 

This type o^ information xjill be useful In identifying the needs of . 
the community and assessing its receptivity to the training program. 
Having such information x^ould help the program management gear the 
training to the community needs and defend its continued support. 
The person responsible for evaluating this phase of the program needs 
community diagnostic skills and familiarity x^rith community organiza- 
tion and anthropological research techniques. 

B. Evaluation of the Planning of the Training Program . The plannin 
process of a training program encompasses the activities of x^hat is 
known as the "pretraining phase, "28 iti this phase, the objectives of 
the training program have to be defined by the collaborative efforts 
of the parties involvedi Trainees will ^participate by expressing their 
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training needs as they see them. The organisation- that employs them" 

^ill participate by providing a deLiLd 
list of the tasks it is expecting the trainees ^to fulfill after the 
traini-ng The training institution will toicipate by analysing 
these tasks into detailed components. Suc^ components would include 
the final output of th& tasks, what material or equipment might be 
. used in the task, and what other people are involved in thftask ^ 
performance (e.^, client, ^o-worker, or supervisor). For each " 
w??^ i'^fo^ation on the necessary knowledge and 

.skills has to be outlined and the level and degree of discretionary 

lZn\^ °' d^P'^h and breadth of ^ 

theoretical knowledge necessary for a particular task must be deci- 
ded on the basis of the nature of the tasks and the availability of 
^fo I ^"PP°^^^^8 °5 supervisory personnel. The technique of defining 
the depth and breadth of curricula in relation .to the Lsks peri omed 
■•LrLTfi^ ''^7,^1°''^^ by Eleanor Gilpatrick under the concept of the 

career ladder."29. Task analysis is a procedure in the planning of 
training programs that guarantees the adequac^^ of the program and its ' 
freedom from extraneous, unnecessary material. Such analysis has been 
;S:fs?onai:!iB:!y!3'?.|?:3f ^ ^"^^^^^ °^ types of health - 

Once the tasks are spelled out in detail, the next s£ep is the deli- 
neation of appropriate learning, experiences for the trainees. Again. 
^ the role of the evaluator is to raise questions about the choice of 

learning experiences, the balance between theory and practice "and 

""^^ ^'^'^"^^ performance of the tasllaeamed. 
. Ln the health field, where some tasks are legally reserved to certain 
specialities, legal constraints- must be taken into consideration. 
One of the frequent errors in traJntog is the assumption that the pro- 
vision of class-room learning experience will translate into satis- ' 
factory skill performance in the work situation. The evaluator will 
be able to detect where in the planning process such assumptions 
have been made and provide alternative solutions. 

* * 

Information for the evaluation of this stage can be obtained by 
reviewing the task analysis sheets,, assessing the clarity .and precision 
^ ot the stated tasks and of the knowledge and skill requirarent^ in order 
^^^^r^ proficiency in the various tasks. The learning experiences 
should be evaluated in a similar fashion. The opinion of specialists ' 
or experts in curriculum development or other persons with experience 
in the given taskd would be valuable. 

The evaluation of the planning process is vitally important to the 
outcome of the program. The information collected in this stage 
provides the concrete basis of the rationale, the goals, and the pro- 

^ • 
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cedures of the program. It is the blueprint on which the training 
program will be constructed. The person responsible for the evalu- 
ation of this phase would need previous experience in program planning > 
;and in the development of training programs, including techniques 
of task analysis and curriculum development. 

,C. ^valuation of the Structure an d^Orgagj^at^^ Training 
Institution, The .structure and organization of*" the^ Inst i tut Ion 
involved in the training program has important implications for the * - • 
success of the training. Miles 35 ^as identified a number of dimen- 
sions relevant to the health of a training institution. These include 
task-related dimensions, dimensions related to maintenanne needs, 
and dimensions relatfed to the "changef ulness" of the institution. * 
The evaluator will be concerned with assessing the quality^ of these 
dimensions.. Some of the pertinent questions outlined iii Table 1 are 
examples of the problems the evaluator must deal with. They include questions 
about intraorganizational communications, about morale and learning 
climates, about openness to change and flexibility, about the number 
and qualifications d¥ personnel, the adeqi|?fcy of the physical setting, 
and the availability of teaching e<iuipmenti? It is often the case that 
training facilities are evaluated primarily on the basis of their 
technical equipment and their supply of hardware or media. This is 
clearly an inadequate and partial view, probably base3"^ the erroneous ^ 
identification of the educational process with thef mere production or 
use of media.-' WJiile demonstration facilities, laboratories, and other 
such facilities are impQrtant for the success of a training program, 
they do not in any way constitute the traihing program by themselves. 



The information necessary in order to evaluate the structure and 
organization of the training institutions includes planned and unplanned 
observation of the communication patterns within the training institution, 
the morale of the staff, and the prevailing climate. Such Information 
might be collected by informal, unplanned observation in meetings 
and informal interviews, as well as planned observations aimed at 
identifying staff satisfaction and morale, vertical dhd ^horizontal 
communication patterns, leadership style, power distribution, etc. A 
structured self-assessment study using a list of predetermined evalu- 
ative criteria such as those suggested by Green 36 ndLght: be a very 
productive exercise. * ^ 



In regard to the evaluation of htmian resources (teaching .staff ), j 
physical setting and educational technologj^, . dat^. available throigh 
strative 

inventories and personnel records could be -suff iAent. 
An often neglected area of training evaluation is that|bf oost^f fect- 
iveness of training activities. Innovative approaches to dealVith 
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the complex problems of cost-effectiveness of health education 
which might be applicable to training programs as well have been 
suggested "By Q^reen. 37 . * 

« 

Realistically, such evaluative activity can only b^^plicable in 
settings where the training program under evalbati^avails a 

"f^i"" °^ I" settings, trainees are 

guests in training institutions which are evaluated" informally 
by their reputation in their community. In these cases, the concern, 
of the evaluator is not so much to evaluate th^ training institution, 
but to selectively examine characteristics of the institution which 
migfit render it more or less appropriate for the puiPoses of the 
training program. To accomplish this evaluation effectively, the 
evaluator will benefit from experience and understanding in manager- 
ial processes, and familiarity with- educational methods and educational 
technology. . _ 

• ^' Evaluation of the Training Process Itself . Blueprints for 
program activites are not t:he same as program activites. The way 
the training is carried out is as important an object of evaluation 
-as the plan on which the training was basied. Critical questions in 
^ this phase are related to the choice of learning experiences that 
provide opportunity for participation, direct experience and applica- 
tion of the skills in real life situations. This is the time of 
translating theoretical learning into actual problem solving, and 

V the role of the teaching institution is, of course, of central impor- 
tance here. The methods utilized in the training, pretesting of 
materials and methods, and the performance of the teaching staff 
are some of the crucial questions. Available research evidence has 
shown th^t. instructional methods have to be selected on the basis of . 
the trainee's background and motivation and according to the nature 
of the learning experience needed. There is abundant recent evidence 

■ that favors the non-didactic , participatory- group learning in the 

training of health workers. 38,39 of particular va^lje in this area 
. is the experience gained through the training of mental health workers 
and counselors. Research in this area has established the superiority 
of the group laboratory training model, 40,41,42,43 over the didactic 
academic model. Knowledge of the classical studies on the techniques 
of persuasion and communications, as well as recent evidence on , 

Nation 459r"^r„°^ °^ communication and pres^l 

tation,^^. which guide selection of media, and channels for the -traTn- 
ing, wi^l also guide the evaluator' s judgement about the quality and 
appropriateness of the training methods utilized. Appropriate modem 
training aids such as the video-tape 47,48 teaching machines 49 
are likely to ii^prove the effectiveness and the efficiency of the train- 
ing program. In the context of evaluation, specific research projects 
could be carried out in which the effectiveness of alternative training 




methods could be assessed and^ompared. 



The information needed in answering questions in these areas can 
be obtained through direct observation of the training process^ 
by participant observers and plarmed ajid unplanned communication 
with trainers and train'ees. A useful framework for evaluating 
the training process through a cpnteht-analytic assessment <^ 
sensitivity training has. been deVeloped by 0*Day.50 its use in 
training situations of health personnel might yield useful insights 
in trainee-trainer interactions^ Data on, the reactions of trainees 
^d trainers and on their satisfaction with the^ training mjathods 
^by the use of anonymous questionnaires might also yl^tft usaful 
information. In the field of higher education, student reactions 
are now widely used in an attempt to increase student participation 
In the educational process. 51 The^&i^ectiveness of the^va?±©\js 
training methods in eliciting interest and ^participation in the 
training process can be assessed with questionnaires. Appropriate 
dimensions for evaluating training methods have been developed and 
tested in a number of settings. ^2 ^j^g effectiveness of training 
methods in bringing about changes in knowledge » attitudes, or per- 
formance of the (trainee will be discussed later. 



* The evalvatioh of the training process serves a number of important 
functions. First, it provides tlie continuous opportunity for a 
critical examination and adjustment of training procedures. Secondly, 
it provides a pretext for group discussions and exchange of ideas 
between trainees, trainers, and other staff, necessary for achieving 
a climate of collaboration and enthusiasm for the learning process. 
Comparative data on the various training methods used can also contri- 
bute to our knowledge of t^iningy methodology . \ 

The person responsible for this evaluation component of the program 
'needs experience in training methods such as teaching and communica- 
tion skills and group leadership, as well as familiarity with educa- 
tional , technology and interest in research.. 



E^. Evaluating the Success the Training Objectives . The major- 
ity^ of "scientific evaluation " 6f training pro"grams concentrate on 
this aspect of evaluation and attempt to answer the question: has the 
trainini program succeeded in its intent? This is obviously the 
focai concern of all evaluative research endeavors and deserves pi;i- 
mary, although not exclusive, attention, j ^ 



This pha&e of evaluation present^ particular difficulties, some of ^ 
which have already been discussed in the beginning of this paper. 



0 



I^es^rch design is sometimes incompatible with training goals 
and procedures. To the extent: that experimental and quasi-experi- 
mental research designs such as those- summarized by Canrobell 
can be worked ijut, the experimental approach remains the most 
valid method Qf assessing the effect of the training program on 
trainees performance. ' ^ - 

» 

The choice of a control group, is the most dif f iciklt task of the 
eyaluator in this phase. A common eigror is to con5>are trained with' 
untrained persons who never entered the training system, The fallacy 
here is the assumption that >these two groups differ only in regard 
^to their training -experience. 'A similar erroneous assumption is 
■^mad^ in comparing training outcomes of particularly disadvantaged 
groups (e.g., remedial treatments), with standards fhat pertain to 
the general population. Random assignment to experimental and control 
groups from a common pool of employees or applicants needing or 
requesting training is the best, although not alii/ays workable, method 
for avoiding such problems. 

.Another setfious methodological problem in this area is related to 
the criteria of success. These are ccmnoaly related to the degree 
of explicitness and concreteness of the program objectives. There 
is\l^.ttle consensus on what constitutes an acceptable set of cri- 
teria in evaluating training outcomes. This is probably due to the 
variety of such outcomes, and the differing importance of each 
according to the situation. 

One conventional evaluative criterion of training outcome is that 
of changes in the earning capacity of the trained individual. 53 
This criterion, however, might be of little use in the aonopsomistic 
setting, where the trainee often has no alternative but to return 
•to his original work situation after the training. 
' ■ ' ■ . 

Changes in trainee's knowledge, attitudes, and be"haviors can be 
assessed by a number of methods requiring a varying degree of rigor. 
Knowledge changes, for whatever they are worth, are usually measured 
with the pretest and post-test method. Longer period follow-up on 
retention of such knowledge may be a better criterion, sihce it 
provides information not only on what is retained in the long "run, 
but also what facts are used (what is not used is forgotten). Atti- 
tude changes c^an be assessed either directly from the trainee or 
indirectly from his supervisor and colleagues. There are innovative 
ways of measuring such changes available now. In the assessment of 
attitude change, for example, the semantic differential has been 
cound to be a useful instrument. 54 ^ 
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Another possible Instrument of data collection would be the 
diary. The trainee can record dally the problems he or she 
encounters during both the pre- and post-training period. Such 
diaries, in addition to evaluation, could also be useful in 
the planning process in conjunction with the analysis of tasks 
and the development of the curriculum. 

In the indirect assessment by supervisors, one study found that 
the performance, rather than simply the verbal response of the 
supervisor^ ifi certain situations is a useful measure of trainee 
effectiveness. 55 Peer review methods in which trainees are ajB^i- 
vely involved in self-assessment ahd assessment of others, cabined 
with appropriate incentives, have been found useful in the industrial 
setting and might be of use in the health service setting as well. 



Performance changes should eventually be reflected in the final out- 
come of the training program. In the health seirvice setting such 
changes should be reflected in the way trainees are perceived by the 
clients andf^the impact they have on clients' health behavior(i^_e^^__ 
independent measures such as compTTangeT— Ht^l 1 1 z a t ^oir^pat t em s , pre- 
ventive health behaviors, etc.). A double-blind design which might 
allow a stooge client to evaluate "trained" and "untrained" providers 
on cer.taiLn behaviors would be an ideal approach to this problem. 
However,! such an approach poses a! number of administrative and ethical 
problems* difficult to o'Nfercome. It is also necessary to keep in mind 
that in post-trainiipijg evaluative studies, it is necessary to analyze 
not only the individual tr^nee's changed performance, but, more 
importantly^^ the degree to^Hlch the work organization has provided * 
him with the opportunity to exercise fully the newly acquired skills.- 

The information obtained in this eva/uative phase 'serves a %ariefy 
of puirposes: it provies the best possible evidence needed for pro- 
gram improvement. It serves as the best defense of the program (if 
the results are positive) and it often fulfills contract obligations. 
Another important contribution is,^ of course, to knowledge, and in 
particular in the area of behavioral change. The person responsible 
for this phase of evaluation needs preparation in research, including 
methodology of research design and instrument development, as well 
as a backgrouij^^in behavioral sciences. 

) ^ . • ' " . * 

F. Evaluation of Feedback Information ^ The final phaS^ is ^an 
attempt to evaluate the degree to which evaluation findings are 
actually influencing the course of the training program. Another 
impo:iftdnt question in this connection is related to the diffusion 



of the evaluation findings and their use in the coiiinunity.- In 
ordi&r- ta^eyaluate this phase, we need information about the way 
evaluative activities-are viewed and .used by the training institu- 
tion. Such information can be obtained by formal (interview, ques- 
tionnaires) ot informal communication with the training staff. 
Additional methods involve an anlysis of changes of the training 
of evaluative reports in the community could serve as another indi-. 
cator. of the utilization of feedback. The purposes of evaluating 
this phase are many. Evaluative findings are of little intrinsic 
worth. Their primary value lies in their use to guide and improve 
the program. However, it is not unusual that evaluative findings 
are given little or no consideration. In addition to their obvious 
use for program improvement, the communication of evaluative findings 
strengthensand' reinforces the needed collaboration between the commu- 
nity, the sponsoring organization, the training institution, and the 
trainees. Finally, the need for public accountability and sharing 
of evaluative outcomes in public service programs is longVoverdue. 10 

7 

The person responsible for this phase of evaluation must have the 
ability to interpret data, to synthesize the significant findings, 7 
an^J to communicate them effectively, both verbally and in writing. 

Examining the column relevant to the skills of the evaluator, it 
Is easy to arrive at the conclusion that no single individual can 
undertake the role by himself. Many of the skills of the evaluator 
are likely to he available among the training, managerial, and techni- 
cal staff of the training institution and the work organization. This 
analysis provides convincing evidence In favor of an interdisciplinary 
evaluative team conqaosed of all or of some of the persons involved 
In training activities Such an approach would overcome the well-docu- 
mented resistance arising from the introduction of an external eval- 
uator. 57 However, the use of special external evaluators to assist 
the evaluative team with specific technical problems may not pose 
any difficulties. 

The evaluative processes proposed here constitute essentially an edu- 
cational process. It is educational not only in the sense that it 
encourages and reinforces the continuous, voluntary improvement of 
the training process based on knowledge' of results, but at the same 
time it provides an open, participatory and democratic approach ih 
which dialogue and constructive criticism are encouraged. By approach- 
ing evaluation as an education process, new ide,as are received with 
enthusiasm rather than suspicion. 
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Evaluation of and research in Jiealth education have "been the' 
sulDject of two \1R0 technical^ reports j one^or two S0PHE mono- 
graphs 5 several publications, an^issue of the International 
Journal of Hedlth Education ^ and a-multitude of journal articles .-^ 
The materials fall into three general categories. The first'' 
cites the importance of evaluation and of research related to 
health education practice and e:jchorts practitioners to attempt 
these' procedures with greater frequency. The second* categoiy 
contains the "how-to-do-it" literature 5 ^discussing the various 
methods for conducting research or Evaluative studies. The final 
grouping enclDiapasses reports of such studies - this group is 
small. 



This entire "bo^ of literature concerns me. It is'-based On two' 
incorrect premises which should "be eliminated from the thinldng ' 
of all health educators and all .workers in the field of pul^lic 
health and medical care. Their perpetuation can lead only to 
ineffective health measures. These assumptions are: first, 
that health education is^ comprised of those educational activities 
manipulated by health educators j andg second, that the behaviors 
of individuals can be altered independent of changes in their 
general life circumstances. 



,WHAT IS HEALTH EDUCATIQI^? ^ ^ 

The first problem involves a definition of health education. In 
its 1969 Technical Report the World Health Organization expert 
committee stated that in its J)roadest interpretation: health 
education concerns all those experiences of an individual, ^roup , 
or community that influence beliefs ^ attitudes, and behavror with 
respect to health, as well as the processes and efforts of pro- 
ducing change when this is necessary for optional health . This 
definition realizes the importance of all experiences. Unfortunately, 
the committee accepted a more limited m^eaning for the purposes of 
its report:^ the planned or formal efforts to stimulate and pro- 
vide experiences at tiiQgg;^ in ways, and through situations leading 
to the development of th^ health knowledge attitudes , and behavior ' 
that are most conducive to the attainment of individual g grbup, 
or community health .. Parenthetically ,/ the definition adopted by 
the President's Committee on Health Education: "Health education 
is a^ process that bridges the gap between health information and 
health practices," seems completely useless. 
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Perhaps' you are wondering how these definitional issues are re- 
lated to evaluation. Well, if you plan to evIStluate a health educa- 
tion program, you must first define what is to be studied. Most 
evaluative studies executed by health educators focus on the so- 
ealled "educational component" of a public health or medical care 
program. They divide a group of families into experimental and 
contrpl groups and expose one group to individual counseling 
relative to family, planning, another to group techniques, and a 
third to no education at all. Then they measure changes in knowr 
ledge, attitudes, and practices in the groups. Similar studies 
ha.ve been attempted in a variety of settings, hospitals, schools, 
clinics, etc.; but the focus almost always is' on the health educa- 
tion component. To Me this appears to be a gross form of profes**-^ 
sional inflation. If you rationally consider all the possible 
influences on a person's decision to seek services or not, or to 
comply with a physician's instructions or* not; yo^ must read*^ the 
conclusion that the health education program is only 'one, andP* 
perhaps a relatively minor, influence. Compare it with factors 
of accessibility:' How far away is the clinic you are trying to 
educate pregi^ant women to attend? I-flaat hours is. it open? Or con- 
sider acceptability: Are appointments scheduled at regular inter- 
vals Or is everyone scheduled to arrive at the same time and then ^ 
wait for the obstetricidn to work his way through the patient 'load? 
What are the attitude's of the physcians and nurses towards young, 
^oor , or minority group women? Perhaps your educational campaign 
can bring in some pregnant women for a first visit despite prob- 
lems with accessibility and acceptability; but unless these prob- 
lems are overcome, its continued success is unlikely-. 

\ 

To continue with the first example, is the health educiator's tas-k 
limited to developing, executing, and evaluating the individual 
counseling and the grou^ discussions; or is our profession also 
responsible for determining that the family planning clinics are 
run by sympathetic staff and are * easily. ^Jl^cessible , or even that 
these clinics -have adequate supplies of the contraceptives whose 
use is being advocated? If the answer to this question is "no," 
strike me from the list of health educators. liwant no part^of 
urging people to use unavailable materials in uncomfortable stir- 
roundings; and I am unwilling to ,believe that administrators and 
clinicians will "take, care of" these matters with no proddipg 
,from health educators. ' , 

Let me give you another example of what 1 cohsider health educa- 
tion-parochialism. Recently I sat, somewhat uncomfortably, as' . 
a health educator reviewed' with an audience of health educators 
the variety of techniques which could be used to change the know- 



ledge, attitudes, anci practices of patients and p±her_ community 
groups. He did* not stress posters, pamphlets, :&lms, etc. , ^ the 
paraphenalia of the 1950 *s health educators; but' rather used the 
sociaJ. science approach of " the 1960's version.' During the break 
between speakers, I asked him whether he thought health educators 
had any responsibility for changing the knowledge,, attitudes^ 
and practices of the providers of health services , as distinguished 
from the consumers. He readily agreed that health educators did, 
and we then further agreed that the knowledge , att^itudes , and 
practices of physicians, nurses, social' workers, aides; etc. 
probably had as important an impact' on consumers as' anything 
the health educators did directly "for or with the consiamer. To 
his credit, the health educator commented on his omission befor4 
the introduction of the next speaker. But I am certain that 
despite this declaimer the audience was left with the impression 
that health educat|.on ±s what the health edUcator does. Although 
health eduators usually say that everyone does health education, 

they act as though only they did, and: when they evaluate they 

only study what health educators have done.. , . 



These examples lead me to two conclusions. First, health educators 
must be concerned with all aspects of ^ health "program, not just 
the so-calleti "educational aspects," or to put it another way, 
health educators must be conc^rned/witl^ the educational impact of 
all , services provided by all personnel, not just with the educa- 
tional services performed by 'health educators. ^cona>5sJ:hat there 
is little, if any, value in studying only the educational aspects 
of a program. Just as health educators must look at all aspects 
of program development and administration from the point of view 
of the prospective user and actively intervene when the planning 
or execution loses its clivent-orientation; so they must be involved 
in evaluating the effectivjeness of the entire program and not just 
suctf educational efforts as were included. 



['!EE CONDUCT OF EVALUATION 



As a health educator, 1 also have* some 'opinions about hbw evalu- 
atiori should be conducted.* First, relatively -^little is accomplished 
by a gross decision aboui- whether a program is su*ccessful or not. 
To be Useful an evaluation must determine why. Some O/f the answers* 
to the why question can be acQomplished by asking users and non- 
users, or compliant and non-compliant patients^;, about ^their react*ion 
to the"* service. Other answers may be obtained by statistical 
analysis of use — but beware of studying only consuraej charac- 
teristics and ignoring provider characteristics. Why is it' that 
in^ almost all studies of utilization, the utilizers ^e analyzed 
iit terms of educatiprf^-raee , age, seXj education, and a myriad of - 
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other variables; "but the services they use and the providers of 
those services are considered one homogeneous mass? V/hy? Because 
of our "biases II V7e know that all physicians ar^^ot equally well- 
trained, that" all nurses are not equally friendly, and that aljL 
social workers are not equally sjwipathetic , "but we do not act on 
that knowledge whe^ we conduct studies • 

McKinlay2 is on^ of the few social scientists who have- pointed out 
this inconsistency, and investigators are just "beginning to intro'- ' 
duce provider iTariables into their analyses . In a? study3 of the 
.Young Mothers Clinic for school-age mothers at the Yale-New Ha^en 
Hospital, Dr. Jekel and J found that thje patient^^ of nurse-midwives 
were more likely to return for a postpartm examination than 
patients of obstetricians. Even more interesting^, we founf that 
the niMber of vis^ts made to the social worker for "^counseling and ^ 
guidance/during the prenatal period was as -Strongly related to the 
social worker to whom the girl was assigned as^ to- any characteristic 
of the pregnan'^e girl, including physical or emotional problems. - 
Certainly health educators, when> evaluating programs, should not 
fall into th^ stance, to quot^ Bill Ryan, of "Blamflig the Victim" 
for non-utilization or nan-compl^Lnce . • The provider as well as 
1:he consumer shoultj be studied. , 



Incidentally, perhaps these two sources- of error : (l) ^ cote!etitra1:ihg 
on the "educational component" rather than on the entire program 
pack^; a^d'(2) analyzing in terms of the cl^nt only, rather than 
also looking; at the provider, have contributed to the negative 
results of a majority of evaluatiojas^^of health education .efforts . 
These negative findings, however, have not put health educators or 
evaluators out of business , usually ,1:hey have been blamed on poor 
methods of data collection, inadequate samples, not allowing the^ 
health ^^ucation program to run a sufficient^ Ifength of time, etc., 

rather then on the sources of 'error I have suggeiSted. 

p • ' • ' 

-CD ■ ' . I • 1 

. Limitations Programs ^ ' ' ^ . fo 

To proceed to the'^aUE^r premise x-fhi-Gh colors ^Valuation 'riot only in 
health education, but in healtlKar^d medical car6> generally: _that 
the behaviors ^f individuals can\be. ^tered ^independently of^^h^ges 
in their general life ^circumstaris^s'. • This; is \t He premise which ' 
would have us rely on obstetrical Wre for the redtxction of~ inf an^? ^ 
mortality, or on .,d?:etary mbdifica1i|QhS for the ponti&l of diabetes-, 
or on p^ychpthferapy for the treati^nt of .'drug a>ddiction. . People 
whpse lives over a*period.(9f 13 to[^4o years' have^be?n^, character 
by poor nutrition, inadequate^ ^housing^ and abysiml ediic^tion 
p'roba'fc^ly are going to have premature balDies reg9,i:dles"s of the/kost 
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intensive efforts of the obstetrician for nine months. Dietary 
modifications are possible only in the context of a certain type - 
of home life where food is prepared, rather than cans opened, 
.where meals are served at regiilar 'hours, rather, than, picked up ^ 

at will, and where some future goal is-fflore-iiupart-ant— tban-%he 

gratificStion which a 'sweet can produceTtn the present. The example 
of psychotherapy with the addict is more of the same, an attempt 
to change the indSLvidual while leaving his environment unchaiiged^^^^ 
Susan Reverby5 has provided examples of the integration of health 
education and social change in Mair^fand China^ which health 
educators should study. 



Roland Warren 3 a sociolog.ist , has commented ^n the limitations of 
most attempts at change,- noting the convergence of the preferred 
research method in evaluation namely , the controlled experiment, 
ai^d the usual method of agency programming^ namely, the specific, 
limited intervention. 'He states^:. 

. For various reason^ of practice and practicality they 
.(the 'agencies) confine themsjelves to a. very limited, 
relatively identifiable type of intervention, while 
* other things in the life situation of •the target popula- ' • 
' tion are.., left unaltered. 

One of the best known social scientists in^* the -evaluation field, 
Carol Weiss, also has pointed ttut the limitations of current evalu- 
ative atudiesuT" ■ ^ ' 

. - - . 

It Sieems to me that now^in some fields there is a limit 
to h6w much more evaluation research can Accomplish. In 
areas whef'e numbers of good studies have been done and 
have found cheg^tive results, there seems little point in 
devoting sign^JTacant* effort to evaluations of minor pro- 
> • gram variants.^wvstluation^ research is not likely to . . 
^ tell much morq. There is apparently something ^wjjong. 
with m.any of /our. social policies' and much social pro- 
^.gramming. -We do not know.how"tb solve some of the 
ma^or problems- facing ;the society. Nor do we apply tHe 
knowledge that we have. . We mount. ^limited-focus pfograms 
to cope T-fith broad-gauge problems. We devote limited 
gre^ources to long-standing' aaid stubborn problems. 

She furthei^ condemns most* evaluations , stating: o ' 

By ajccepti'ng a program emphasis on .services (they) 
tend to ignore the social^ and institutional structures 
' within which« the problem of . the target groups are 
generated and sustained. Although evaluation studies 
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can examine the effects of non-program variables, they 
generally concentrate on identifying changes in those 
persons vho receive program services compared to those 
who do notj'and they hold constant (by randomization 
and other techniques) critical structural variables 
in the lives of that particular population.. 



Bot h^ -of -these - exp^e!ct s _ conclud e by urging ^oci al^scientist^ — ; 
more time dn-research into social processes and social institutions, 
rather than on evalua^tions. They realize correctly that significant 
changes in the health and welfare of populations result from changes 
in policies and institutions, rather than from health or social- 
'agency programs. 



CONCLUSIONS ^ . 

~ ^ ' . 

Where does this leave us as trained public health workers? Certainly 
I am not suggesting that we abandon all^ efforts in public health and^ 
medical care, rather toat we view our programs in a reasonable pers- 
pective realizing that more may be accomplished by lobbying and 
through the ballot box than by small-scale health programs. Nor 
am. I Suggesting that we abandon health pi'ograms, rather that we 
improve them, using evaluation a^ one tool for that, improvement. 
But let us, as health educators, not restrict our evaluative efforts- 
to the so-called "educational component" of a health program— 
this is an "academic" ex^cise' in the \pejorative' sense of th^ 
term — that is, it is of limited interest and use. The consumer 
does not sepai'ate out the educational component of a program'. He ; " 
responds, or does not respond, to the gestalt . As health educators ' : 
we should assume responsibility for 'determining that all components 
of our programs evoke positive reactions in the consumer ,^ and .then 
it is that total package which we s9iould evaluate; / 

/ ■ 
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TOWARD A FRAMEWORK FOR INQUIRY IN HEALTH EDPCATION 



by 

Betty Matthews, Dr. P. H. 



Author's Preface 



We, who identify ourselves as health educators, 
begin our careers as .professional practitioners In 
fact, health education emerged as a field of knowledge 
as a result of the need for the application of the 
educational approach to problems of behavi^al change 
in the health sphere. The result is that most of . us 
are more adept in thinking about a problem and 
searching for relevant solutions. / 



Our natural p^#f)Ccupation with practical applica- 
tion does create difficulties however , ^because applfca-" 
tion varies greatly depending upon the setting in which 
a beha.vioral change ^problem is located. /In fact, ' 
applioaticn in different settings already has l^d^to 
the establishment of separate health educations — such as 
school 'health education and community^ health education. 
The future promises still more such ai^tificial 
differentiations . 



If health education is -to achiev^ a disciplinary 
stratus, we imst identify and articulate the central 
corei of concerns (without reference to application) 'that 
ar^ unique to the" field, and that distinguish health 
education from other disciplines. If a unique field of 
inquiry does not exist for health education, then it is 
not a discipline and it * s professional practice com-, 
ponent will gradually disintegrate as a field of. 
endeavor. 



This paper is one attempt ^however elementary, to; 
begin the necessary ajrticulation process. 



^ « « 
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•A continuing task for any discipline is the 
search for more coherent and provocative theoretical 
frameworks to guide its-research and its practice. 
The purpose of this paper is to contribute ''toward 
the cohceptualization of the art and science of 
health education, aifid to suggest a way of looking 
at a substantive base from which the field. of 
inquiry may be guided. Emphasis is given to a 
clarification of terms and to an- elaboration of the 
major areas of concern in health education, ^heir 
interrelationships, and underlying assumptions. 'The 
evolving conceptual framework' is illustrated wit?i 
questions for inquiry^ Finally, some of the 
relationships between inquiry, prof essional^ 'practice 
and fcurricular design are discussed. 

Clarification of Terms 



• The term health education has many connotations 
It has been defined sometimes in terms of purposes , 
, anc? outcomes, other times in terms of processes, and 
approaches. For example, health education has been 
described in the litferd,ture as: a means of improving . 
personal and community h^alttr, as the development ^of^ 
a sense of responsibility in people for tTi^eir own 
health, as classroom teaching abQut health, ^s the 
education of health personnel, and as a program or 
a depjartment of a health organization. Attempts 
to define health education in terms of nization 
or application render t-he term, somewhat ambiguous 
and do /little ta identify or ' clarify the core 'of 
substantiv^ concerns that cut throug:h these. varied 
approacbe^ to definition. 

/ . ■ I ' * ' 

Tl^ basis of health education obviously .lies 
in ^thef relationship "between health and human ■ 
iDehavaor. More specifically, the core of itis 
kncwledge is the undlwr standing of .human behavior 
in /terms of* its health conseguenqes, and understands^ 
ing the processes of change in iuman behavior as 
tne^e related to the prornQtion of|p)iealth and the 
reventian of iirne^s. As etiologv has become 
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Itnovjn throughout the history of disease iA^an, 
human behavior has been implicated as a factor in 
causation, and frequently as a critical one. For 
example, the types and amounts of food people select 
ai^, prefep, their daily ritual, of'^rork, "rest , and 
exercise, the manner in^i-Zhich they relate to 
others, are "but .a few of the many forms of Ipehavior 
having- a role in disease causatiqn. Moreover, tl^e 
rapid 'pace of - techno-social chknge in contemporary 
life and i'ts wake of identity crimes, environmental 
pollution, overpopulation, 'drug addiction, and 
other problems, provides continuing testimony of t 
the intimate relationships between humafi behavior 
and health outcomes. " It se-ems clear .that promotion 
of human health is^.nbt possible without understand- 
ing the •hximan. behaviors related to it. In fact, 
healtlji promotion is frequently dependent upon 
influencing changes in health-related iDehavior. The 
processes by which behavioral change occulrs, therefore 
are concern for inquiry, as is tfhe impact •of change 
itself on- the healthy functioning of the individual, 
soc^i al^^grqup^ 

■s, *■ 

* The term health-related behavior change more 
accurately identifies tj;ie focug.of "the field of ' 
inquiry anfl avoids reference ^o— applicatiojas in- , 
eluded in fjhe various definitions of health .education. 
Also, it avoids the. misleading assumption that a 
unique class of" behavior exists which might be 
labeled health behav:^r. \Such an assumption vrauld 
imp^y that some human behaviors lead to disease 
causation or health promotion, and that others do 
not. It is difficult, if not impossible, to 
identify any human behavior that is not potentially 
health-related in one way or another*. Some health- 
related behaviors are clearly health-dirfeqted in the 
sense that the actor is avrare of seeking a health 
goal,'such as using medication to relieve syraptoiiis, 
or obtaining medical cai'e^ However ,o most h'^etjltm- 
related behavior" is motivated by f0.ctors other xhan 
the actor*s co^cious -concern for his health/ 
(Georke et al, I968) ^ • ' , 
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A Framevork for Inquiry ** 



Presumably, ,a field/ of inquiry i,^ pi^ovided with 
shape and direction \he nature of the problem^ 
it seeks to Clarify qv resolve. If so, the&^the 
identification of its gerter^l areas^of concern and 
their interrelationships would. provide a framework . 
within which specific Questions .can "be ask^^. . ^h'e . 
paradigm (.page k) is fin attempt to place the core- of 
aoncerris in perspective. Major concerns * emphasized" 
are: the health corfsequences of human behavior, , 
the natural determinants .of behavior change, the 
processes of planned change^^and the •transsSctipnal 
relationships between natural and planned "change 
determinante as these affect the conditions necessary 
for change to occur. ' 



The health cojjsequences of .human behavior involve 
understanding the Relationship of 'any given pattern 
of behaviors and their -cpnsequeiices for achieving or 
maintaining a state of wellness. For exslJ^le, what 
are the consequ^ndfes of a patter^n of drug-dependent 
behaviors for the health of the individual? the 
social group? the cpmmunity? V/hat is known about the * 
causes, treatment^ arid prevention, of these health 
consequences? What differences do the health conse- 
vquences p^ke .in *terms. of optimal functioning of 
individuals, groups, '^s.nd community?. sThe analysis 
of thes^ factors deteiTuihes . if "^alth education has 
a contributing role to play invthe solution of any 
given heal/th-r elated isBu^y^r problem, k ' ^' 

/ '* 

} Another facet of this cbncern is the health ' ^ : 
consequences of change*; itself, on the living: unity 
.of the individual, social unit, and community.* ,The,'' 
problem is ^^ell illustratedjby a World Health Organiza- 
tion^ report that describes 4 situation in which "new" 
medicine, introdiiced into ajcommunity, brpught a 
loss of faith *among tHe people for their traditional 
medicine. When^the new^inedici|ie proved too expensive, 
people found themselves without any medialne. Obviously^ 
^a- change in, any one- aspect or , living have reper- 

^Cussions.. irC other ^ aspects. What are , the relative 
consequences for health of & change as compared with 
'the original behavior? What disruption in. other 
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patterns of "beilefs^ attitudes, and Habits could be 
expected? What i-TOUld be the effect o/' a ahan^e on 
the total pattern oj existing interrelp.tionships 
for those involved? What are t*he alternative kinds 
of change to be considered? "Thus, ^i^hat is the 
desirability for change or *no~'chan^e in the health- 
related behavior? 



When changes in behavior of individuals,' groups , 
or a community are needed to pi*oinote health of pre-; • 
vent i»llness,' J:he health educator has the\ask first p 
of predicting the conditiprls necessary for the^se 
^hanges to occur. This task involves, an uncier standing 
of the ip?tt^Al determinants of change in behavior, 
the. processes of planned cjiange ana the transactional 
relationship between the txfb. * ^ 

. Predicting condit'ions necessary for change in 
behavior' to oo^ur is based first/upon understanding 
Tfhat r^&tural determinants of change in behavior 
(factors and forces) exist in- the situation before 
actual planning for change is. at'tempted^. The' 
assumption is iilade that human behavibr Is neither 
passive nor static, "but is ^continuously changinej 
through experience. " Past and present thinking- 
feeling-acting experiences tend to inflijence future 
responses. The questions to be answered are: * 
"What is goijig on in the man-environmant relation-, 
shi-p? What does it mean "with respecli to a change * 
under consideration? ' ' ,^ 



The field -of inquiry is concerned, therefore, with . 
the individual xd.th all of his innei* forces: 'his 
beliefs and values and the vay he cbgnitively 
orgariizes hi:s vorld to derive his own- special meaning,, 
his lieeds and goals, and the order of priority he ' 
plac/es upon them, his biological constraints, and hov 
all of the-se- internal forces • interact to influence^ 
his action. Of conc-ern, also, is the understanding 
of any particular health-related b^^havior, not in 
isolation, but as part of a larger complex of 
behaviors^ (habits or patterns^ of lixehavior) that 
provijie supporting needs, beliefsyand values, to 
maintain the' status quo. Questions exemplary of 
this area are : ' 



- What are the , relationships hetve en people/ s 
. health-related ."behavior and their t)^liefs, 
values goals? ^ • - 

* In what pattisrn of activities does the ^health- 
related "behavi 013 occur? 

In what Jways are different perceptions associated * 
/ ,irLtl;i early seeking of m^ical care, or with 

' delayed act.ion? 

, « • 1 

What patterns .of advice-seeking exist on J 

matters of health? How does advice-seeking 

vary with type of symptoms perceived? 

A'sebond grcrtip of natural determinants of change in 
"behavjlor are those forces outside the individual, "but . 
interacting v/ith. inner forces in a "behavioral sense, , 
In this respect- are ai'gnificant others and ^jP^roup 
systems that shape , and main'tain "behavioral nor^s , and 
provide social^ support or recognition to the individual; 
the larger social systems, 'such as the. work organiza- ^ 
tion, or the community wi]ito its pov/er structure, social 
st]>atas, arfd economic influences — all of thege are 
dynam|ic forces, external to the individual,- that 
influence, his health-related "behavior (Ro"berts, 1970) ♦ 
♦ Questions exemplary Of this area of inquiry, are:" 

• • 

What dif f ereApe? in composition of decision- 
making groups h^ve relevance for change in 
various health-related "behavi6rs (family, 
peers, 'other e:roups)? , 

What social su?pport factors must "be presen-^ 
for. an individual to maintain a newly 
accepted health practice?'' . " j 

What natural deteminants of behgivior 
influence the processes of diffusion of 
new health practices ainon/2; people? 



' Predicting conditions necessary* for change to occur 
is dependent al go upon an understanding of processes of 
planned change. ^ It is useful at this point to make^a 
distinction 'between how people acxjuire or change know- 
ledge, skill, or other behavior, and how people can be 
taught these^ things. ' The former involves theories 
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of 'hum'aaa "behavior-; the latter concerned with theories 
of coimnunication, education, smd intervention (Knut son -51967) 
•pfanned ch&nge pcciirs at tKe interface of these Wo sets 
of, factors* ' - 

* ' " . J- ■ ' • - ■ 

Learning theory ii^JU^ is concerned with a process 
that involves pre-de;P"i^d. goals toward which learners', 
are gui(ied. 'extQ:jf)i^l Ya.lne judgment is implicit as 

to^ the desirabiiity^fo^^^ the learning goals, and tbe criteria 
fpi* success. ;J^aori0d change is' concerned,^ additionally, 
with change thfefb :.<Sccurs wit>hout pre-defined goals, 
for example: -'i^^Ctojrs other than knowledge and under- . 
st9.nding may l;^ad to^rejection or acceptance of cheitige, 
sueh .as , perifcejying an innovation as being inconsistent 
with traditiOnaLL ways of life, or accepting ciiange ^ 
because 'it -as perceived as being approved by the members 
of'one'-s gr0up>^ Thus, the broad context of influences 
genejr^it'ed' in interact,i(5n'proc^ as for example, 

parftclpatioh , decision-making, group dynamics, and the 
impact- of social climate or social norms, are also 
Mnyolvea in the educational -process. • • 



Planned. change intervention concerns not only the 
perceptions, needs, and actions of target individuals, 
but a range of secondary targets , such as the family, 
small groups, comratinity power%roups, policy deeision- 
laakers, health agencies," — all the forces, external to 
individuals, that may facilitate or impede" favorable 
changes in. health-rel9,te^ behavior among members of 
the primary target group. The development of such 
social supports, that are consistent in direct ioli, -is 
needed to stimulate and^ sustain favorable changes in 
heMth-related behavior of 'individuals identified with 
the'problem. Questions exemplary of this cory:ern are: 

What combination anii sequence of planned 
I change interventions are most* effective for 
strengthening people's perceptions cjf a 
relationship between^a prevalent health 
problem and the seeking of medical, care? 

a . ■ ' ' ' 

What are. the influences of different inter- 
acting patterns of impersonal and interpersonal 
sourceS;Of information -on the stages of adop- . 
tion of a new* health practice b^ a population 
group? ^* J ' ■ /' 



What proportion of pedple and segments af 
a population need to "be educated about 
environmental pollution In order tjO rniti'^ate 
a natural diffusion of information leading 
1^ to community action to prevent pqlJLution? 



Relatively enduring chsinges in "behavior tend to 
require understanding, involvement, and commitmetlt. 
In fact, man appears reasonably skillful in resisting 
the' efforts of others to change his Ijehavior-, .unless/ . 
he understands, consents, and participates in the 
endeavor. To the extent t'hat this observation .is 
valid, it is assumed that man, himself, is necessarily 
part of any planned behavioral change effort- He is, 
in fact , transacting \T±th it. Given the assumptiQ,n 
that behavioral change is an, ongoing., natural process, 
planned change is viewed as vari'ables intervening 
at one or morfe points in the flow of these unplanned 
influences on heallih-related behavior. :The natural 
determinants of chaiAge in behavior ," bothV intern^ and 
external to man, have a transactional relatixrrti^hip 
with the intervention processes of planped change, 
that is, each set of forces interact to modify the 
other. For example, if planned change interventions'-- 
regarding the value of smaller families are, in fact, 
integrated into the existing norms of a faiiiily's 
reference group, the 'modified social norm influences 
family behavior. on the other hand, if a planned 
^intervention is distorted or rejected 'by the group, 
the intervention itself is- nullified or modified. 
In fact, it may stimulate resi-stanco^.by a group' 
whose original posi|iion was neutral. Thus, '^)re- 
di^cting the conditions necessary for change to occur 
requires the understanding and ability to predict . 
the nature of the transactional relationship between 
forces of natural , ongoing bejhavior and planned 
change interventions. The following questions 
exei^plify this area of inquiry: 



What is the relationship between group 
discussion and decisi^on processes and 
carrying out a personal commitment to cease 
smoking behavior? 



What natural determinants of behavior change 
•must be present -as predictors that infor-. 
^ mation alone is likely or unlikely to lead 
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to a change in health-rela/ed "behavior?. 



\ 



Ii/hat is the relationship between the C9ntent 
,of a planned change^ intervention and *the 
group needs a^ perceived by the group for 
whom the change is intended? 



• The foregoing framework for inquiry^ is intended' 
as a wary of looking at the field in a systematic way. 
As phenomena of health-related behavior change are 
Stuaied and gaps in existing knowledge are filled, ^ .f 
confirmation or denial of the assumptions made will 
be po^sible^ The emergent theory will further cla:riVy 
and' refine tne -core of concerns of thte discipline. 

Relation to Other Disciplines . 

^ ' To some extent* ali fields ^aake use of concepts 
from ^tloa^r disciglines'* In aa effort^^t6 gain a better 
understanding of a |)robiem undei*^ investigation. In 
fact, research effoa^ts may, be 'diminished if t.be' 
knowledge of other related disciplines is 'hot readily 
at hand. Findings fjpm the field of inquiry in heeltli 
education need to be related to understandings frojUv 

: other fields of investigation and &,t the same time * 

^make a unique contl'ib^t ion to ..the ^enerfA pti'arsuit of ' 

"knowledge; labdut man* his ehViroim^ht't 




* The studj^f health-related befhavior change 
prQceeds from d ^trong bas^ of kno>?ledge from the " 
behavioral .and biialogicaJ.' science^,. ^ All of these 
disciplines are cpncerned with inqi|iify into human 
bjehavior. A use/lil distinction car^, be made, however, 
between the focus of inquixy in heilth^ education and 
tiiat of other dis6iplihesjjn An anthropologist, for 
e^araple^ may stud^ heal^th-related "^ehavior afe a means 
of understanding the cultural patterning of beliefs' 
about health.^ The'concerh is wi^h'the investigation 
of an -aspect of cv^ture^ not with the health Outcomes 
of behavior nor th^ procea&e^ of heaJth-reiated behavior 
change. 'The healthl educator, on -the other hand^ studies 
concepts of cultix^seuLly sanctioned belief systems to 
bei^te]: unde.rstand %he health-related behavior of a 
people and the concntions which may impede or facilitate 
change in ^ that behavior, but he does not investigate belief 
Systems nor t^ulturel per se . The unique focus of health 
education is the stiiiiiy- of lean's behavior and behavioral ^ 
ch-ange in ternjs, of c(^ns*quences or Outcomes' for his 
health. - . 
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Relationships Among the Field of In^ijiry^ Professional 
Practice and Curricula,r Design J « • ' ^ , 



.jt Althoi3gh £he field of inquiry and professional - 
practice are not the saiae, "both are fbrmulations of 
the same basic concerns. The- purpose of inquiry is . 
not to effect change in health-related "behavior, "but ' 
to understand its nature. The purpose of prQ.ctice . 
is to apply the Itnowl^dge and under'staridings of healthzr 
related "behavior change to. change pro"blems in a wide 
range of settings such as schpoSLs, medical facilities, 
neigh"borhoods , \jfhole communities^ legislaijive "bodies, 
and many others ► ' ' , ^ 

• 

. - -The C9ncept^£)f a field of inquiry and. «a unique 
disciplinary focus in health educf.atiofi has' seyeral ; 
implications' for curricular design. First, it as^sumes 
that there is a, substantive C9re of -knowledge that i£ 
health education. ^Secpnd, it assumes that ther^e are 
flot 'different kinds of health qg|>ication such as sciiool 

^ health education or community health education, but, 
rather that there^are differences in applications 
of the body -of knowledge tochebnge problem^in^ 
various settings.. If these assumptions are. valid, 

' then it logically follows that there would not be 
separate curricula for,'sch6ol health education, 
community health ed^^u^ation on public health education.- 
Indeed, there- would be only healj^h education wil,h a 
core of courses on the substantive knowledge of the 
discipline for all health education students. Addi- * 
tional course xDfferings that focused upon the applica- 
tion of the body of health ^education knowledge to 
.change problem's in particu(lar settings, target groups 
or problem areas would provide specialized knowledge 
and. skiilS'>in concert .with a student^s career 
interests and goals. There would- be *no rational 
.purpose to maintain separate accreditation standards 
for. programs of study labeled school health^ducation 
or coimnitni^y health education. or for programs located 
inside or outside of schools of public health/, There ■ 
would be a clearly defined discipline with which all 
health educators could identify regardless "^of J:he 
.settings in which they practice. 



******** 
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What has become obvloua to each of us, t^e longer we , 
practice In health' education, is that it ' frequently becpm^ an 
/^ isolated and fragmented activity with^in agencies and among^ ' 
— ageilcies* Occasional j'ointly planned programs wlttiin^ agencies 
can be seen, but they« are few and far between. Interagency 
qooperation on selected health 'problems occurs once in a while,' 
but multiple agency collaboration i,n a cpncerted way over 
^extended periods o| time is rare. Furthermore, as the Pred^ideut' 
Committee on Health^ S^dktion has foxind, health edudation* is frag 
mented At all levels, with frequent dublica^ions in delivery and 
, serious gaps in sjervices td 'specific groups. ' 

. . .■ : .c' '■ : ■ - - . 

V . What shoulcl be clarified at the outset^^-iis that the term 
"deMvery system** is somewhat of a misnomer iipi ttiis paper. It 
tends ^o imply a one-way sjj^stem, like the United I'arcet* Service 

^. which carries packages and' drops theip at the door. In iruth, ,a 
delivery system for health care generally, a^d health education, 
more sppcf fically, « must be a transactional ^prorcess, or ..'^series ' 
of * interactions^ In such a system, needs 'are arrived at arid pro- 
grams are planned through the Joint determination of both consu- 

* Qiers and proviclers. For hea'lth educators at .least , use of a 
phras^e suth as '"health^education transactional system'* would be 
more^ descriptive terminology ttvan ""delivery, system, '* for it is / 
the transactiondl element that is crucial. ' ^ 

As we witueiss' a pe/riod of considerable resurgent interest ' 
in health education - a renaissance, or perhaps^more a'bcurateiy , 
a reformation - we are seeing a j)eriod af increased resource* 
allocation and a period of increased^ legitimation of thtf field. 
Indeed, one co\^d ^ay healtKv education is aa idea' whose time has 

^ come at^Trot^g last. This "re-birth** ia health education must be 
a comprehensJ.ve one, and as such, it requires th^at each of us re- 
organize our thinking about how it should be provided, by whom 
and* under what conditions. It also challenges* our profession to 

^.take a fresh and crit^aJ><look* at the comprehensiveness of our - 

<\ ^ ; . 

.Professor of Health Education, School of Filblic Health,, Univer- 
- ^sity of Michigan. ^ ^ ' \' 
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profeseion and to recojghize *a gteater^necessity to develop 
unified orgauizational j^ of the profession 

itself, instead of tiie/fragmented one that exists currently, 
^ The- profess ion^mir rots the delivery system and vice versa at' 
^the present time, and^both mu$t* hecome increasingly (Comprehensive, 

V • - ^ ' • -\ - ■ 7 ..^ ^ 

To he comprehensive from tt^e standpoint of p^ractice,^ health 
education fir^t of all must be planned a^id carried oii^ \ising a 
systems view of human behavior which recognizes that there are 
"almost always multiple ca^us^s^oj^ behavior anfl: multiple tiitefven- 
tion^ regjUired to change it^^ Jhu^, ^health education cannot be 
pilanned .fn\ isolation fyom other chah|;e strategie^s and /iiiterven- • ' 
tion apptoaches* To be comerehensive"* from the standp^irit of 
organisational arrangements j^ealth education must be planned and 
e^ri^ed put among the major, providers, in society thdt; have estab- 
lished responsfibili ties for thp health aifld educatiori iif (the popu-^ 
latlons. It^ is ^ttfe organizational dimensions of a comprehensive 
health educatibn delivery system- that this paper will focus 
since these dimensions ^jDjay provide directions for f^^w 'legislation, 
institu|ional arrangements, and the allocation' of "resoMtces, 

DELIVERY SETTINGS ' ' 

Health education services;, as they are cut^rently provided, 
are based in a multitude of agencies and institutional arrange- 
ments at loc^, state, and national ^levcfls. Each of these has a 
unique history of voluntary or governmerital sponsorship and pro- 
gram development, and eTach by no means has healfh education a$ a 
solitary objective. In both the broad preventive and curative 
aspects of medicine and piiblic health, health education is a 
component whose relative worth has fluctuated like the stock - 
market. However, with increasing knowledge about human behavior, 
new findings and innovations in health care, and increasing consu- 
mer demands for health services, the value and importance of 
health has increased. • Demands for health education services v 
nationvide appear ^ to exceed the resources, particularly manpower 
resources at all levels* How then may we design a delivery sys- 
tem for health education that is comprehensive, economical and 
feasible? What are some of the requirements and organizational 
boundaries? ^ * . ' . ' 



While it would be possible, perhaps even desirable, to re-, 
consider the delivery of health education services by focusing 
strictly on groups within the population (i.e. young children, 
mothers, industrial workers, senior citizens; etp.) or on spe- 
cific, health problems U-e. overweight, drug addiction, venereal 
disease, cancer, etc.) neither of these approiaMies are practical 
in thei^r absolutes. ^ Rather it is more feasible to look at current 
delivery settings, where those institutions that have responsi- 
bility for both population groups and health problems operate, 
to determine how they mighJt function more comprehensively. 



•The multitude and diversity of delivery settings for health 
education make difficult any discussion of them individually, ' 
,but mostVpeople could accept the following as at ledst four key 
cat;,egories: ' * ' 

■ - . : ^ , " ^ . ' 

1» educational institutions^- (i.e. public atid private. schools, 
^ . , - ^ \ * colleges^ and* univ^tsities) 

2. ^ heal|;h organizations (i^e. ybluntarjr health agencies, 

^ I . health departments and other 

, of ficial' agencies) 

"3. health cafe facilities - (i- 4. hospitals; HMO's, clinics, 
/ ^ . ) ^mbulatpry eare cgntersy 

4. . media, organizations Yii^^.. t^l^vtstovi and radio, news- 

- \ papers) 

• , 

It i^ likely that business aind industry could be added, ' 
since employee health education ha^ achieved increased importance 
in recen^t years. For lack of space, however, I will d^t\only 
with the four delivery settings cited. , \ 

■ » 

EDUCATIONAL INSTITUTIONS ^ ' , 

f' ' • • 

Every White House Conference on Child Health, starting with ' 
the one convened by President Hoover in 1932, has called for 
action on school health education.' There has been at least one 
major study ot report on school health education every five years 
since then that has reconunended action,, provided guidelines for 
programs, suggested new health*'education curricula, or provided 
new health teaching materials. Only in a few instances can pro- 
gress be seen in terms of sound or inndvative,, comprehensive 
health teaching programs,. In maiiy schools, the statul quo has 
been maintained, and in some schools, less is done than was done 
several years ago. 

Obviously schools, as socializing institutions for 'children 
and youth, play a key role in the development of a healt,h acti- 
vated citlzenr:|. No design of a comprehensive health education 
delivery ^steM can be made tjithout inclusion of the educational 
institutions. Few" individuals, ^professionals and laymen alike, 
wiljgdispute the argument that when children and youth are intro- 
duced to knowledge of personal and conmunity health practices at ' 
an early age and guided(j.n the processes of making sound health 
decisions with approp^ate social supports as thev mature, they 
are in a better position as adults to maintain their health and 
influence the health of «their families and communities. 
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If our educational institutions are e^r going, to |)articipate 
in a comprehensive health education dHivary system, changes will 
have to occur at each level ^jf operation within the settings. 
From the actoiniistrative and lay ^Qlicy makers to ^^ha curriculum 
supervisors and c^lassroom teachers, attitudes must be altered to 
X gain support for school, health education that is still only on 
the "arawing boards • It is* tijjie that quality health^^gfiucation Is . 
expensive, but no more so than quality civics educa^ton, and- 
likely less so *than some other areas of the school curriculuip. 
'If the economicS^Q^ delivering^ Health education in th^e, schools is 
the^rucial issue^then the message to taxpayers and 'all, potential 
cotisuinaers has not been made clear. - v. 

What €he public is ^.unwildlng to spefe for prevention educa- 
tion, it ends up spending for care and tre(itment. In ottier words, 
Vhat is not accon^jlished in the prevention of illness and the 
promotion of w±se health practices through early and continuing 
health programming, is paid for at a later date, and more expen- 
sive rate, in the care and treatment of health conditions - a 
s^rt of "fly «ow pay later" view, it would seem. 

Little progre*ss is likely to be made , in improving school 
health education a^d expanding its scope until a broadei: view is 
accepted by^onsumers-. There needs to be more collaboration 
between the' leadership in medicine and. public health and the 
^ leadership in educational institutions to pe^rsuade the public and 
* the legislators who represent them that this is indeed the case. 
This transactional process must be begun to bring about the atti-- 
- tudinal changes, fiscal support and sound legislation necessary 
to make schools an integral part of a comprehensive health educa- 
tion delivery system. v 



HEALTH ORGANIZATIONS 

Government supported health agencies such as health depart- 
ments, and voluntarily- supported health orgaaizations such as 
cancer societies and heart associations have in coiomon primary 
educational functions to prevent disease and illness, to alert , 
the pi^lic to community health problems, and to serve as advocates 
for the public's interest in research and the ttainirlg of profes- 
sional personnel. Such educational'^opportunities and responsibil- 
ities also place hjealth^organizations in strategic' positions in * 
the design of ^^comprehensive health education delivery pystem. 

i The financial coats and social burden to the nation of having^ 
a citizenry uninformed or unmotivated to take appropriate healtji 
actions has been staggering Where estimates of costs have been ' 
made. The need for public fiealth education is apparent to every- 
xgjie concerned with the solution of health problems, and it is 
Ta^e to find any conmunity health organization that does^npt 
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/include it as a taajor goalybr program activity, whether or not 
. *i|:ris clearly reported or ^budgeted, • . * f 

Recent nationwide public opinion polls have begun to . ; 
documenixthe need for more* effective educational prograraming by' 
health organizations.' Although people on the average believe 
th^are .well informed about health care> when asked questions 
about specific illnesses, many- cannot answer correctly. Igno- 
rance exists about major killers in *the . Uniteds£States to say - 
nathing pf other causes of morbidity and mortality. From studies 
^d experi^n^ce we kifow there are many indicators of needs fqr ' 
m\^re effective health educat:^^ such as, the following: 
■* * ^ . . '■ ^ 

y - Widespread belief in self-treatment Yor^^rthritis and 
rheumatism, unproven remedies' for cancef , and in non- . 
prescription treatments as cures for asthpa,' allergies • 
and diabetes « 

- ' Much Helay jin seeking t4:reatlii^t when symptoms of cancer 

• appear, or in securing^ health examiaations in'the absence 
of Symptoms, which confirm further the problems of 
enc<5uraging j^ople to take preventive or therapeutic 
actions On tl|feir own behalf. ^ . 

- igri^orance amptig individuals ^concerning the possible 
presence of hypertension arid apathy among those who are ^ 

; diagnosed and for whom treatment is^nitiated, since few* 
patients follow the treatment regiiS^. . * 

» » ■ 

. - Inadequate use of readily available dJ.agnostic services 
for the detection of ^rvical cancer. Only one ii^ four 
women 20 years of age and over has a Pap smear^annually . 

Although most health organizations have some commitment to ' 
-health education, their ability to. deliver it to specified target 
groups, particularly those in lov; income areas, is frequently 
limited. The pressures of sheer ^numbers created by urban* popula- 
tions in particular, have meant that health education services 
ha*i^e reached only a minimal , number of individuals. Yet there 
^are often more services in urban areas than in rural areas. For 
lack of sufficient numbers of trained personnel and ^a full commit- 
ment from most agencies to public health education, the quantity 
and availability of learning opportunities about health and health 
^services is limited. All available information suggests that the 
beneficiflries of community health education programs are few com- 
p^yed to tb^ total population. 

. That considerable ignorance, fear and apathy exist in the 
population, and that morbidity and mortality figures for prevent- 
able illnesses are higher than th.ey should be, are rather clear 
indicators that gaps of sizeable proportions in the delivery of ' 
health education services exist . ' 
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They may occ^ir because the agency has a limited approach to 
public' health education, relying, for example, solely on filtn 
showings in community meetings or the distribution of literature. 
They may occur because individuals tend tp "tune out'* qn programs 
that are^too disease oriental* Gaps may occur because agency 
"programs / Jo not reaph specified audiences physically or ptsychoi- v 
ogicallyi Bat the problem is one of resourc^e allocation and 
interorg^izl^ional coordination. Official health agencies, in 
particular health departments, a^e now frequently underfunded 
whiph ha|8 led not onJLy to programming difficulties, but 'also t'o 
staffing problems in th^ cbmpetitive* market for trained health 
^^ca^feors. . In the^ voluntary agencies, however, the problem is 
more a matter of coiiq)etitiori' for funds, fragoaentation^ of health 
, education services brought about by spi^cializ^d agericy interests, 
and higher priorities for basic research in biomedical sciences", 
than a shortage of resourdss per jSe ^ . Among soijie agencies that 
depend- on public contributions theri^ also seems to be a greater 
concefitration of health education services a^ong those who contrib- 
ute funds or who might contribute fun<^s Some voluntary agencies 
hdve also applied a large portiW of their health edu<^ation budgets 
to public relations or fund rais^ing campaigns in the mistaken j 
belief they were doing healt-h education. 

' \ ' : 
■ ^ « f ' ' 

Among agencies supported through so'me ty|>e of united appeal 
arrangement, there has frequently been a serious error made 'in 
combining* health education and health infqrma|i^n in single budget 
^categories; In some communities, health educ&tUon^is viewed as 
identical to health information and given a Ib^ priority because 
health information is viewed by citizens' advisory boards as being 
the method by which agencies "toot their own horns . " Fortunately 
there are some h^opeful changes being made in this allocation 
procedure. ^Jn the Detroit United Fund, which is part of. the 
Michigan United Fund, for example, and which is the largest such 
united Jappeal organizatira in the country, health^ education and 
health information have^ been limiped together for many years in. one 
line item^or funding category and formerly rated. fourth priority 
on a four point scale for allocation of funds, fletently, however, 
health education has been separated from health information, with ' 
health information remaining at a fourth priority on a four point 
sqale, but with health education moving to a. Second priority, sur- 
passed only by high priority dir^x:t health caire services to clients' 

If health organisations .are to participate in a comprehensive 
health education dj^ivery .ny«tem, interorganizational competition 
fcJr resources^ancj visibility must be. moderated, not only for 
essential collaboration in meeting conmonly held obiectivea, but 
also for critical evaluation and application of the lise of existing 
resources for more, carefully selected services. Leadership within 
the organizations must be'^ersuaded to take a more comprehensive 
view of health education it the delivery of their educational 
services is to be ^opprehensive in practice. 
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HEALTH CARE FACILITIES . * 

Health care facilitiesj once isolated .in their conmuivitlJss 
centers solely for repair and rehab illEatipn, are now being 
drawn int6 the mainstream of con^rehensive h^^Ltfh care that seeks 
health education of the patient and his family for successful re-^ 
xtiperatipn and long term maintenance *of optimal health. 



Studies of compliance wdth medical regimens are not always 
comparable, but when t^hey ^re all viewed in a -general way, It 
"would appear that patients cla not comply with at least one-half 
to two-thirds of the recommendations made by their physician^. 
However, sufficient research has been done to indicate that 
planned educational interventions have produced substantial re.-o 
vd^cftipns^^^^ readmissions to hospitals for patients with congestive^ 
^eart failuria; reductions in use of emergency rooms for patients 
with asthma; and reductions/ in broken appointments and increased 
compliance and. self care with a variety of patients.* Patierits 
have been found to b^ more cooperati-ve in the 'taking of laboratory 
tests when they are given the opportunity"' to learn about them. 
Patients, too, can be taken of f administered' injections and place (1 
on oral medications after they are given an opportutiity to leatn 
the hpw, what, when, where ^d why of self-care* With the docu^ 
mentation that now exists, practitioners "^should be discussing and 
advocating the "educational management of patients** as an 'integral 
part of the medical management of patients in tipspitals, clinics 
and other health"^ care facilities. i " ^ 

. . ' ^. ^ ■ . . .. 

. ^; Some important policy changes regarding the provision of 
health education services in health care settings are now under- 
way. One of these is the statement on personal^anjd coi«nun:^ty . 
^health education adopted by the American Hospital^sociation for 
its 7,000 member ^Hospitals in May 1974. ;rhis poMcy statement 
gives considerable impetus t£> hospitals to expand their healths ^ 
education programs so that they can reach « inpatients, outpatients, 
hospital staff, and pepple* in the comnunity • 

Through severaf^health education demonstration projects, the 
American Association of lyfedxcal Clinics is also attempting to 
stimulate the development of patient education services in private 
group practices throughout Its 290 memb^er clinics that have 9000 ^ 
physicians and serve^l7 million patients. iBerhaps more important^ 
however, are plans by third party papers to provide for reimburse- 
^ment for patient education, which will provide the essential funds 
to expand the heeded health education services in hdspitals and 
to support personnel with educational skills within hospitals. 

, For several years* it has been increasingly apparent that the 
4>atiefH:* s **right jto know*' would evolve into a 'number of doctrines 
that would have far reaching effects in the realm of medicolegal 
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jurisprudence. Within^recent yearsj a burgeoning of court deci- 
sions have been made dealing wit^ the topic The legal' dimensibns 
of patient education are of considerable importance as noted in 
the Report &f the Secretary's Commissidfr^on Medical Malpractice 
(X973) in which it was found that there must be more effective 
' communication between physician and patient with special emphasis 
on a full discussion' of diagnosis, prognosis, proposed course of 
treatment, complications and adverse results of treatment, since 
these hafve the greatest potential for malpractice litigation. Jti 
thia Commission's recommendations, patient education is viewed as ^ 
an e^s^tlaiXj^x^^e^^t^Q for t-l|ie reduction of malpractice litigation. 

r In cases before the courts, a patient's actual prior compre- 
hension or pre-treatmient understanding is being c^on^ldered as A 
standard forjudging malpractice.^ A, physician may fully describe 
the nature of a treatment, but still be subject to ;iiability 
because^ the patient did not understand the explanation. The 
doctrine of informed consent may indeed evolve into ^)ie doctrine 
of the "right' to understand." ^ 

- ^ ^ ^-'^ 

As these judicial precedents becpme law, they are being 
built into ^urthe^r legiplatip^i for health'caxe. As such, they 
will require pra<;jtitioner^xand health care facilities to develop 
careful programs <5for tlie^eaching of patients and for determining 
what the patient has learned. The time is i^ot too distant .probably 
when Pi::pfessional Service Review Otganizatioxis may also include 
questions about health edqcation fpr patients in evaluations of 
Quality of care, and it is likely that the Jol^nt Commission on 
Accreditation of Hospitals will begin'' to set standards in this 
area. Such precedents will have major effects on the quality and 
availability of health education services* 



^ • ' ■ # . ■> 

1^ terms of a comprehensive colmnunity heait-h education^ 
deli^ry system, it is clear that health care facilities ^iil ^ 
c^rry a substantially larger share of the responsibility than they 
have in the past. This is occurring for legal reasons, for econom- 
ic reasons, and for reasons relating to the need to link Health 
care services and education of patients and' cbif&umers more closely. 

MEDIA QR^IZATIQNS 

jit is hard to find any changes that have been grea^^ in this 
century than the changes in the field of mass communication. 
Shaping of our symbolic environment 'by. the m4ss media has become 
an enormous operation on the part of ^ the communications industry, 
government, and business • It is time to ask how that symbolic 
environment i§ being shaped to support health practices. " 
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.At lea^t one ^study In a m^jor metropolitan area which w^s 
brougl)t to the attention of the. President 's Committee on Health 
Education found tha|: five percent of all television time was 
allocated to transmitting Inaccurate or misleading health Informa- 
tion. On the other hand, the great potentials and promise of 
television to support good health, illustrated by such accomplish- 
ments as the mapy documentaries on -health care and the 'forthcoming 
series on health developed 6y The Children's Television Workshop 
augur well for. the future. ^ 



From the standpoint of a comprehensive approach tp health 
education, . it behooves professloi^al health educators to find new 
and collaborative ways to work with the media, particularly the 
national media, and*^to bury once and for all the old cliche that 
^ "Informatiori^ ±3 not education." The truth is that ther^is vefy 
little education without information, and the problem is how to 
plan information programs^that ^support and reinforce e'ducational 
programs, and vice versa. He'alth educatoc^s need increasingly to 
build toward comprehensiveness. It cannot be done without a re- 
cognition of the media organizations,. and the usefulnes3 of media 
as an adjunct to sound education programs . ' * 



TdWARDS A COMPREHENSIVE HEALTH EDUCATION DELIVERY SYSTEM . 

^ : ' ~ ~ ' tt: - 

In ea4h of the. delivery settings for health education just 
described, It can be seen that each institution, agency or facility 
hasr a delivery system of its own,° functioning more or less loosely. 

*The "particular missions of ^ each in relation to *the broad, generally 
accepted goals for national health, and the. individual character- 
istics of their institutional arrangements, make th^pi not nearly 
so cpmpatlble ai collaborators in a' comprehensive health education 
delivery system. as one might Ideally hope. The element of compe- 
tition alone, ^ot only betwe^ goals and priorities but also for 

'funds jand visibility. Involves deeply seated attitudes and practices 
that will be slow to change; Including some in the health education ' 
profession Itself. • ^ * ' 



/ 



Comprehensiveness, in and of itself, as a systems? goal, needs • 
some further definition if it is to ^e viable, fcertainly it must 
^allow^or diversity reaponslblilty and function,, for differential 
access to resources ^H^eaith education manpower,^ aijid for consumer 
participation to name^but a few elements . Y6t if it is to ba 
realized, certain transactional processes m,uat b^e developed and 
Implemented by the leadershl^wlthln eabh of the delivery set^rlti^s , 
through some collaborative mechanisms and joint o communication. I 
would sugge^ that ^tt least eight processes be co^isidered aV fol^bws: 
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(1) Processes by .which a continuous and adequate flow 
of data necessary for planning health education 
re^ehes arid i& utilized by all thosie concerned with 
management and delivety of health educati<^n servicj^s. 

(?) Processes by which cofisumer or^ lay input into' - 
planning and- appraisal of quality is kept viable 
and' productive oif a continuing basis. . * 

(3) Processes by whicji diri^ct health education contacts 
are made with consumers or cJ^ient groups of a^ll 

ages and social groiipings on a systematic ^a'si^. 

■ * ft , * 

,(4) Processes ;by which quality- control of services ^ 

is maintained through effective ^review and evaluation. 

(5) . Processes by whidi' needed ha/lth educa^tioa manpoi^r^ 
'l /. at all levels is recri^te^d, trained, placed, ade- 
quately supervised and upgraded in terms of techni-^ 
cal competence. 

(6) . Processes by which coordlnat;ed and interQx:gani5J«- 

tlonal^plannlng £md program execution can occur on 
verticai^,and horizontal planes. 

(7) Processes by which Ijfi^alAh education planning can be 
linked appropriately t;o/on-going planning in each 
delivery setting and to the health and social planning 
mechanisms on regional, state,^ $nd national levels. 

t8) Processes by which collaboration among all concerned 
organizations and institutional arrangementis can be 
maximized. 



Given these processes as among the i&inimal requirements of a 
comprehensive health education delivery system, it would seem 
possibfe to^tructure the delivery of services within ^acn state 
in a three leVel arrangement. At the. first lev^l would be the 
service delivery area (e.g. city, 'county, . or some smaller unit); 
at the second, a regional coordination and service center (e.g. 
multiple counties or districts); and at the thir^, a state center 
for policy development, manpower planning, and research and devel- 
opment. To foster comnunication and collaboration among the states 
would be a national center, eithei/^ovemmenjal or private - or 
combination, of both, such as the National Center for Health Educa- 
tion reconmended by the the President's Committee on Health Educa- 
tion, responsible for developing standards, stimulating new devel- 
opments, and maximizing national resources such as> the mass media. T 
A useficL model -is currently represneted by Comprehensive Health 
Planning with its "A'' and *'B'' levels and a national level policy ' 
operation, system, however, must include "on line" health 

educatioKi services to people no ^^matter. where they are in schools, 
the community at large, or health care facilities. In needs jco 
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operate in a very decentralized and independent way at the local' 
level to meet local needs, but have . resources and technical back- 
stopping expertise available on a regional basis. It needs to 
have within it some incentives* for cooperation and interorganiza- 
jtional programming and mus^t havte* som6 cloikt for assui>ing account- 
ability. ' ' _ ' ' y V 

Obviously some kind of legi^sia.tive .commitment and funding of 
foxindation support would be 'necessary to get jsuch .a design off. the 
drawing boards. Responsibility for initiating the' transactional 
processes and designing the system at the local levef might be ' 
given to' a health education consortium or council composed of re- 
presentatives from the various local delivery settings . At- the 
next level, I would see a regional health education council; that - 
might be organized within the context of the COihpreUensive" Health 
Planning 'structui^^ or withi^ other i:egionai arrangements for hianan 
se^ices. It, t6o, would need funds allocated 'to it to pass on to 
local coiamunlties, and to utilize for' regional developments In 
health education. Tax incentives for business and industry to co- 
operate shQuld'be considered. Allocation of funds to local coramu- ' 
nit ies. could be based somewhat on the concept of certification of 
need, and should 'ie followed up with some te^t of accountability. 
Local comnfunities would not have to participate^, but if the resoutcea 
were substantial- enough," and if some ofc the funds currently channeled 
to^^l,6cal • communities were channeled through^a regional health educa- 
tion council, Jthere woulcf' be motivation ' to move in this way; Incen'- 
tives need "to he built In that will encourage the voluntary and 
private ^sectors .to get involved in the local health education coi>sor- 
tia, and procedures would be. needed to -give those groups voice 0ii " 
the regional health education council. ^ ' \ 



r Top level policy development and planning, research, manpower 
.development, and the broad issues would <^be left to state and. national 
centers with autborityo to cut across organizational lines among statfe 
level health, welfa^^e-, and education agencies and with capabi^lity 
of involving the p/ivate and voluntary sectors. 

If there is a sound base of governmental, voluntary ^nd private 
Involvement %t tlafiional and state "levels , the tfansactional processes 
will be enhanced at regional arid local levels, I *do not^ think c^- 
ordinatiion happens by chance, nor will.it happen through coordinating, 
councils Chat have, no resources arid no clout when it.com^s to ^review 
and accountability.^ A comprehensive health education' system needs 
support from Congress "and State legis^l&tures to prop^e and support 
enabling legislation and to allocate funds. -Such a^ystem must be ^ 
one also ^that strengthens «the key universities which would serve as 
manpower suppliers fgr the system. 
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As Important as ^he processes arid struct ute for a comprehensive 
health, education delivery system, however, is a comiaitment to health 
education ^a^dj deyeJLOpment of trust among the potential partners. ' 
Without commitment and trust, no design for' interorganizational 
^arrangements can be drawn^. and the opportunity to obtain the benefits 
of a comprehensive system will be- lost; 
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Are there stror|g links among t^heoryji research, euid prac1;ice in ^ 
community health educatioi^ • Most , practicirxg healtllvedubatdrs and 
' students rn health educat'ion- would probably .rei>ly in' jbhe negative. 
¥itdx the maturation of our profession,, the state of rtiie existing- 
thetJiry and; j^ropriateness of usual research methqts f or tlrje needs ^ 
of the^pi*aetitionel: have beeri questioned, This\,paper- address'esc 
these is3U^^ from the standppunt of a qualitative -itiesearch method 
which-^is concerned with discovering basic social pirocess'es of 
human interaction. , ^ ' * . . • 



THE PROBLEM 



In the past- heaith educatio^n ^has relied primarily upoV behavioral 
and other . social sciences ' (and upon related fields Such as social 
work and a(|ult education) for its priciples. and theories.- The wis- 
dom of this eclecticism is not disputed. However ^-in recent years 
therd has been a movement toward J-ntegratiori, refinement ^ and 
adaptktion of these "imported" theories into a conceptuaO^ scheme " 
of what ..institutes health education. r " 



Beryl Roberts (1960) spoke directly to thi^s Issue of theoretical 
pltiraHsm and the need for health education research. . In« her 1959 
presidential address to the Society for Public Heat 1% Education, 
she said: . - 

We have been/ neither consistent nor concerted in efforts 
, to conceptualized he basis^of our practice, 'to Synthesize 
available knowledge, to document and study oiir -experience, 
or to order tne research carried on by our professional 
colleagues^, and by basic scientists or those interest,ed in * 
our field (p. 21) . . . • 

Tho3e who id'entify the social sciences as the roots of 
^ health education have been prone to lean too heavily upon 
them. We have expected social scientists to do too much 
for us; indeed, it has often appeared that we expected! ^ 
^- them to identify t'he knowledge upon which we can base 
our practice (;^.23). 

And later, in a report for the World Health 0:{ganization on research 
needs in health education she noted "that discriminat.ing "selection of 
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knowledge from other fields knd- even systematizing that knowledge^ 
is^not enough: "a- profession must esta'b:jash;its own concepts and" 
principles and eonluct research to * augment and refine its "body of. 
knowledge" (1968:9). - ^ . . ^ 

The taVore^d* modes oi research in .health education have tended to ^ 
^be 'deductive, 'hypothesd^s-testing, and statistical or ^experimentaly, 
^ Infrequently', Sescriptive m^tho^s from , anthropology have been usefl. 
The .results of tliege a^proaohes' ha?ve often feen^less than friiitfur^ 
for health education practice ^'for ^,t1ie following" 'reasons : ■ • ' 

--^-the variables have provided little leverage for inter- 
vention Je.g.^, the usual demographic cliafacteristics) ' 
or because relevant variables have beeli emasculated by 
tyheir being "operational! zed : • " , • 

—the/ focus ^hg,s been dictated by theoretical ra-ftier tfen 

empirical concerns; V • " 

• * . ' . *■ 

o» ■ , . 
— they describe rather tMn^i^onceptualize and specify 

propositions among the c(Mcfept3; 5^ . 

— they are generally static ,2 that is, they describe con- 
ditions or situations rather than" processes . 

■;■ ■ / 

Derryberry (1963^^ questioned the focus and methods of^^lth educa- 
tion research. He asked, ' 

Have we^ focused too much on the measurement of health 
information? .Have our studies concentrated on the v 
status of attitudes more than change? .. -Have we con'-^ 
cerned ourselves wjth the "easy to measure" aspect 6f 
the problem the neglect of tho^ more important 
element s?3 How much research have we focused on the 
dynamics of health- habit formation. (p. 217) ' ' 

Although he identified keys for unlocking some of the information 
that practitioners need to know — the dynamics of ^changq, the 
"hard-tarmeasure" aspects of complex problems--he did not go sO ' 
far as to question the basic research '-strategies^. ^ _ ^ 

Hochbaum (1965) delved more deeply^^ into the methodological orien- 
tation of health education research^. "We in the field of htalth 
and educational research have been infected by our brethren, in the 
physical sciences with the adoration of precise numbers and' with 
quantitative methods in general" (p. ikh) . He felt that applied 
research had been confused with "scientific" 'research, and he 

• • V - 
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en\merat<3d ' the arguments for "meaningful" data analysis and for 
the applicability of the results to be the ultimate aim of (applied) 
health education research: 

1. In most research aimed at the improvement of health 
education, the meaning and interpretation of data*... 
axe more crucial thaft. statistical sophistication... 

2. The value of research methods depends entirely on the 
degree t'o which they allow the accumulation of data 
in which we can have confidence, whose meaning we can 
interpret correctly, and from which we can deduce equally 
meaningful and joractically applicable implications for 
the solution of the problem studied; 

3. We must accept the need to compromise and to find a 
. . .blalance between the rquirements of sound scientific 
research and what is possible in a given research 

' situation; but we must think carefully about the effects 

of this compromise, even ^nsider the possibility that 
. the problem fis not researt^iable "[now] (p.lU5j* 



Of course, concern for the utilization of research in action pro- * 
gramming is not a problem of health education- only. (For example, 
see Zetterberg 196$; Suchman 19^3; Rogers 19^7; and more recently. 
Khan and Reynolds 1973*) The questions raised by ^ochbaum and ^others 
are part of a long-standing debate about "applied" versus "basic". - 
research. Our purpose here, however, is to review the arguments 
nor to perpetuate the dichotomy. V ^ 

II. M ALTERNATIVE STRATEGY FOR HEALTH EDUCATION^ 

This paper i|itroduces a research strategy to .health education which, 
in our view, promises to aid us ^i<^ the problems of integration and 
extension of theory^, to contribute TOsOur practice by focusing upon 
processes of human interaction and ident^ifying relevant, behavioral 
variables, and to do greater justice to those whom we wish tb study 
by eschewing a pre-6onceived theoretical framework and allowing 
their "story" to emerge from their statements. o 

Comparative analysis is a general sociological/anthropological 
^method of research involving the systematic choice and study of 
several comparison groups which •'can "be social units of* any size — 
from people and their roles to groups, progranaft, institutions, 
nations, or wo?:'ld regions. The general notion, developed by 
Weber, Durkheim, Mannheim, and social anthropologists, has been 
advanced methodologically by Glaser and Strauss through the 
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K approach which they call the "discovery of grounded theory." It x 
1 this refinement of comparative, analysis that we wish to present to 
researchers in health education. ' . 



IS 



Comparative analysis is an inductive , hypothesis-geeking strategy 
for generating plausible , " middle-range" substantive and formal 
theory. By "middle-range" . Glaser and Stl-auss (196?) mean that 
such theories "fall between the 'minor' wording hypotheses' of every- 
day life and the fell-inelusiye ' grand theories" (pp. 32-33). 5 Com- 
parative analysis especially lends itself to What Roberts saw as 
an alternative to the "basic-applied" distinction in !/-e search—what 
. Merton (1959) termed- "double relevance," referring to^dual results' 
for practical lise" and"systematic knowledge" (p. 2f). 

■ • ° ' . ^ " 

The grounded^ theory approacli identifies processes, successions, 
transition's s"^ and other djmamics of human action. The analysis 
traces social processes—identifying their dimensions and charac- 
teristics and the conditions with which they vary. Briefly, there 
• are two sub-types of social processes: ' ° . - 

—structural processes such as "bureaucratization" and 

"routinization;" . - ' 

— social = psychological processes Exemplified "becoming," 
. "soliciting," "health-optimizing," and "passing." 

"Basic social processes" are those which account for or explain 
"lost of the variation in behavior within the unit(s) of social 
life under investigation. For instance, Gerson (I97I+) found that 
're-normalizing" is the basic social (psychological) process for" 
, people" who have successfully undergone a kidney transplantation," 
and Charmaz (forthcoming) identified "shouldering the burden" among 
family^ members of the chronically ill. Comparative analysis, 
then, i's the social psychology, of ggj-unds rather than nouns. 

The procedures of this method are sy.stematic and provide for con- " " 
stant verification of the hypotheses and propositions it generates 
in the empirical world. Chronologically, these operations are un- 
'like the linear models used to test or verify hypotheses: data 
fathering, analysis, and ^integration go on simtiltaneously , although 
their mix at any one time differs over the course of a study. 
Bearing this in mind, \re shall say a little about each of the over- 
lapping steps which lead to the generation of a substantive 
grotmded theory. (We have chosen to concentrate on theory for 
substantive area, sin'ce this is the first step to formal theory- 
making and is extremely useful itself.) ^> 
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Mter some of the c^ata are gathered Ce.g,, ten to -fifteen in-=^depth 
interviews) 5 first level analysis "begins, Eaeh datm is inspected 
by asking 5 "Of irhat concept is this** an indicator?". This process, 
open coding s inductively generates .categories and their characteris- 
tics from indicators — actual episodes 5 d"^f initions , and meanings 
• from the data. These codes are flexible j and they are not mutually 
ejcclusive. Since indicators are not necessarily uni dimensional 3- 
each is coded into as many categories as possible 

Substantive categories or codes a?;e of txro kinds: (a) those vhich 
are talien^^om the language of 'trhe people Txho were interviewed — in 
vivo words such as "budgeting bnesqif", "convincing" 5 and "bearing 
-the uncertainty"; and (b) those' implicit , talcen-for-gi;anted codes 
such -as "social loss" and "conditional dependence" which are con- 
structed by the researcher along the liness of his discipline or 
carefully borrowed from existing work. Substantive > codes usually 
contain vivid imagery 3 and they tend to be the behaviors or processes 
to be explained. 



During open coding the analysj; 'constantly compares indicators to 
other indicators and the new indicators to concepts (codes) as they 
emerge. JThus, by the grounded theory approach, dimensions of categ- 
ories come from the da,ta as opposed to being logically-deduced or 
forced from previous theory. These emergent distinctions malce the 
uuncepts rich- and sensitive in explanatory powei". 

« 

•!£he questions raised during the early stages of tl:^is process 'are: 

1. WcioX is this study «bout conceptually? * ' * •* 

2. VJhat is actually going on in the human interaction"? 

3. VJhat are the major social psychological problems here? 
U. V/Jiat -accounts for the answers to questions i}2i and iiyi 

I ' * 

5* What are the basic social processes operating? ^ . . 

These ways Vinto"^the data and* the careful development of categories 
an,d' their ^emerging interrelationshi;^s begin to reveal^ a core-analy- 
tieal framework. Thus, open coding's '^fracturing the story" begins 
the conceptual reorganization ^of descriptive material. 

Constant coding and analyzing in memoranda wit€en about the' 
categories and their interaction delimit the developing theory 
to a mord "parsimonious set of concepts! Theoretical codps inter- 
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relate and organise the substantive codes- * One student of the ' 
grounded theory approach coKsiented about this process: 



As I. worked with the memo's and r§ad and re-read -the data, 
it become apparent' that many of the' sul^tantive codes were 
'not separate categories, but rather facets, dimensions, 
conditions, ^strategies, and consequences of fewer higher 
level concepts (Wilson 19lk) . 



(itoiong the many groups o,f theoretic|l codes are causes, contexts, 
contingencies, consequences, eovorionees, conditions.) 

0 

As more dataware collecliad on the. concepts, the coding guide becomes, 
1) what property of . /.2)what^category of.., 3) what part of,,,thd 
emerging theory. does this incident in the data indicate? The anolyfc- ' 
icol memoranda which are cpntinjially befng produced from the coding 
in tuvn point to directions . for furth<^ data collection—either i 
questions for iiew interviews or comparative groups ol- ^subgroups 
which should be sampled. The conceptual categories,, therefore, 
introduce a new point of view gind make possible certain deductions 
leading to further data collection —theoretical s ampling. ' This is 
the data collection process* in which the researcher "jointly collects, 
codes, and analyzes his data and decides what data to collect next 
^and where to find them, in order to develop his theory as it emersres" 
(Glaser and Strauss 1967:1+5). ^ ^ 

iThe idea of theoretical sampling is difficult to grasp. for those of 
ll whose background, training; and expertise are in research 
strategies which aim to test hypotheses, measure the magnitude of ' 
relationships, and yield frequency distributions. Theoretical sampling 
has other purposes. The researcher using this 'approach looks for 
variation, for situations which provide new properties of the processes 
based on the substantive and theoretical concepts and their incipient 
relationships.* To quote Wilson ll'97l*) again, ' 

I S9ught tb gLiscover multiple and varied relationships 

between and among concepts rather than attempting to 

prove a linear causal hypothesis between two. Such an 

approach is designed to yield "molecular" rather than, 

linear theoretical^ models. * 

Glaser has summarized several important points in la lecture on the 
differences between the two sampling strategies: 



A 



Theorectical Sampling Statistical Sampling 



Adequacy : 



Purpose: To discover concepts, hypot- 
heses, and their interrela-^ 
tionshipsj i.e., theory; the 
magnitude of the relation- 
ships may "be, "but is not 
necessarily, part of the . 
hypotheses. 

Judged upon ho\T wisely and 
diversely the analyst has 
. chosen his groups for 
"satvcirating" categories 
according to the type of 
theory — formal or sub- 
stantive — he wished ^o 
develop. Inadequate 
sampling is characterized 
^ "by a theory tha1> is thin 

and not well integrated 
' and "by many obvious , un- 
explained excepiiions. 

Closure: kust be learned. .5)ata c6l- 

lection f or a ^grounded theory 
study stops when new categ- 
ories and their related as- 
pects stop app&cing in the 
data. 



To Qbtain accurate evidence 
on distributions 'of people 
among categories to be used 
in (descriptions or verifica- 
tions. 



Judgment is based upon tech- 
niques of random and strat- 
ified sjampling used in rela- 
tion t<j the social structure 
of a group or groups sampled. 



■o 



Must continue with data col- 
lection until the predeter-/ 
mined sample size is achieved. 



The aim of grounded theory is not complete coverage- in a descriptive, 
logico-deductiice, or scholarly sense — its goal is theoretical com- 
pleteness, ^that is, the explanation of a soci&,l phenomenon in relevant 



terms. 



Because^ of tff^^ different objectives o'f the grounded theory approach, 
Glaser'&nd Stll?auss (196?) argiie ^that the prin(5iples of "rigorous" 
quantitative verification in e.g., reliability, validity, sampling,- 
coding, frequency^v distributions, formation of concepts, '^nd cons-* * 
truction of hypotheses, are inappropriate for Judging its 
credibility: . 

We vhave suggested that criteria of Judgment be based 
instead on y the detailed elements of tlie actual strategies • 
tfsed for c^ollecting, coding, analyzing, and presenting 
dajsa when generating theory, and on the way in which people 
read the theory (p. =22^). " • V 
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The criteria they recommend, therefore, relate both to the properties 
of the theory itself and to the presentation of l;he evidence for con- 
clusions and the operations hy which the evidence has be^n assessed. 
The most ii^ortant attributes of a credible grounded theory are care- 
fully spe^i^^ied integration 'Of the categories, the clarity of the 
theoreticat^framework, density (th^t is, development of the properties 
and conditions of the dimensions of the theoiy through multiple com- 
parisons) , and the relative absence sof unexplained ^exceptions in 
^accounting for. the major variation in a basic social process • 

III. PO0!EKTl.AL COHTHIBUTIOKS OF C0MP4RAn?IVE AITALYSIS ' ' 

• ■ . . . • • . \~ 

TO laSALTH EDUCATION ' - • 

."Theory-building"; . Selejpt;iofl and integration, of social 3ci(kice theory 

There are'' several ways of %orking wi-gh existing theory^. One is .con£ - 
front at ion a in which a new theory^ supplants an did one' (this is not^ 
, necessarily done on the merits of the new qr old theory, however), 
and a "^cond is synthesis , exemplified by work such as Roberts^ (l?6o) 
.011 deqlsion-malcing. Both are \is6ful\aiia have their place in social 
science and in community ^health education practice. Grounded theory 
offers a third alternative — that of tranScending or bringing parts 
of other theories into a new, overriding theory. .Using a ^credible 
substantive grounded theory as a bridge. between, the data and formal^ 
theory largely prevents th^ distortion, forcing, and neglect of data 
by a formal, theory. The analyst is in a better posi'^ion to Judge the 
usefulness of existing theories/ , \ - 

In Mullen's current study of people who*ha\ne ha^ hefrt~aetacks , an 
important condition is that of having an invisible physical handicap. 
This has led to exploration of the deviance literature fof* work on 
situations in which people wish-to disguise or mute an aspect of , 
themselves that is socially stigmatized, that is, to "pass". One 
comes upon articles such as F. Davis' "Deviance' Disavowal: The' ^'o 
Management of S]:rained Interaction by the Visibly Handicapped" (I96U), 
which help to conceptualize aspects of one's own data and which then 
yield ideas .fbr further literature ■ searches — e.g., on the social- 
'psyehological congequqnces flowing from successfully passi^ng and pn^ 
selective reveaTment — and further data collection to ascertain, the 
relevajice of the new ideas in? the groi^(a) being' studied. 



Comparative analysis;! could be helpful in another impi^rtant aspect 
of building theory ''for health education — in the real^n of practice 
theory; for example, the process of community^ organization ^rithin 
various institutional settings , ^building interStgency relationships. 



infonnally educating administrators and colleagues, arid facilitating- 
interdisciplinary coo^ral^bn. It would seem that further develop- 
ment of the th^eories (^our practice would be" a- significant contri- • 
"bution to teaching, to the practitioner, and to the profession as. 
-a 'whole , • - ^ , » 



Thusr, we see two advtotages of this appi^oach: it >5nables tjie rese^ar-- 
Cher to make informed or "^groun^ed" decisions about the^ relevance and 
fit of existing ^otiial science concepts and theories and to i'nt^grate 
them at a higher conceptual level- And, its focus upon processes,* 
theii; stages and consegtuences arid- the- ways in wlxich the processes 
are affectfed "by various structural and other conditions,' makes it a 
gobd candidate for producing the theories of health- education prac- 
tice which are needed by the profession/ . " ^ * . ' 

Applicability ^ , ^ ' , ^ . 

The presentation and the nature of a groi^d theory are such tfe^at it 
does riot require an interpreter between the researcher and the' 
prq^ctitiorler; the practitionei- can read.it, relate it to his own ex- 
perience and apply it. Glaser and Strauss (1967) point out four 
inlferrelated properties of a grounded theory requisite for its-^uc- 
cessful application: 

The first .is' that the theory mx^st closely fit the sub-' 
stanti^e area in which' it will be used. Second, it must ; 
be readily understandable by Jteymen concerned with this "'^ 
area. Third, it must be sufrreientj.y general to be appli- 
cable to a multitude of diverse dad^ly situation^ within 
the substantive ai*^a, not to^ just a specific type, of situ- 
ation:./ Fourth, it^must' allow the user partial control 
over the structure and process of daily situations as^ 
;they change through time (p.237)\ 

*^ . ^ 

Thes^ criteria for application are rarely met by a deduced theory, 
since the data typically -are' forced into ^preconceived categories,, 
and whatever cannot be fitted in is ignored. ^ . ^ 

An exaniple of the"" understandability of a good grounded theory comes • 
from Glaser and'Strauss' (1965) study of teiTuinal pare^ Jhey later 
note (1967) that their , ' . 

...'categories of "deat-h expectations", "nothing more to do", 
"lingering" , and "social loss" desigrtate general properties 
of dying patients that unquestionably are vividly sensi- 
tizing or ^meaningful to hospital personnel, (pp. 2k0^2hl) . 
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To meet ttle generality critericfi it is more desirable to "accumulate- 
a vast number 'of diverse qualitative 'facts* on many different situ- 
ations in the area" (Glaser and' Strauss 1967:243) than to use rigorous 
methDds*\o produce^preGj.se5 quantitatively valida,ted data on which 
y to base the theory, sinc^ such "facts" change quickly and basic re- ^ 
search methods yield relatively fev general x:on«cepts. 



^ By control" these two autho3:^s have, in mind that the person applyirig 
the theory ^ 

J .•.must.be enabled to understand and analyze ongoing ^ 
\ ' situational realities, 'to produce and predict ohajige in 
them, and to predict and control consequences ,both for' 
^ the object of change and^ for other parts of the total 
^ situation that will be affected. As changes .oc^cur^ his, 

theory must allow him to be . flexible in revisipg his . ^ ' • 

<^ '^Xtactics of application and»in revising the ^theoi^ if. 

^ ' ^ ' liecessaryo (Glaser and Strauss 1967:2^^5) . . . 

An example of a controlling vari^b^e ( HJ3\ the difference between 
this and a variable such as "socioeconomic status") from the study' 
of dying (1965) is the "awareness context" or the total -situation 
of who knows what about the patient's oncoming death. This is a 
controllable variable, since it can be (and literally^ i_s) managed 
by the practitioners involved with people's dying. 

0 ' . o ► 

g 

From the standpoint of practice we are more interested i^ the types, 
range, magnitude , and conditipns of occurrence than the freqileacy .* 
Frequency, as it is commonly construed, is usefial in estimating ^ 
• , probabilities. However, since "normal" circumstances (the setting 

in which a health edi|cator may wCrk,^or example) do not usually 
c5nform;to Jciormal' curves', it is- the conceptual rather than the 
statistical understanding which is useful in giving the practitioner 
control over the daily realities of his work and allowing him to - • 
predict the likely results of his actions.. ( 



One further point to emphasize is that a grounded theory has . -9 / 

. "practice validity".^ It is subject to verification bjr ^those whQ; ' 
' are immersed in the^ empirical world, and it can be modified through 

the experiences gained in applying it. 



Process versus unit analysis ^ " ♦ . : 

Proces,ses are the life o'f health education. Comparative analj^^is ^ 
is a process oriented research method'which meets 'Blumer's fl969b) 
specifications for a s'trategy which would "trace the lines of"* 
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info3:Tiially educating administrators and colleagues , and facilitating 
InteMisciplinary, cooperation. Sb^ would seem that further develop- 
ment of the theories of our practice would be a significant contri- 
bution to teaching 5 to the practitioner , 8&:d to the profession 
a whole. ^ • i ' 

\ ' 

Thusi, we"' see two advantages 0/ this approach: it enables the resear- 
chdri^Ao make infbrmed or "grounded" decisions about the relevance and 
fit .^of existing social science concepts and theories ^and to integrate 
them at a. higher conceptual level, yind, its focus upon processes , 
their stages and consequences aiid the ways in which the processes ^ 
are jfef f edted by various structural and other conditions , fiialces l^t a 
good candidate fbr producing the theories of health edilcatioq prac- 
.tice which are needed by the profession^ 



Applicability . . ^ . . ' ' , 

The presentation and ''the nature of a ground theory are such that it. 
does not^^^cjuire an interpreter betwe'en .the researcher and' the ^ 
practitioner; the practitioner can read it, relate it to his own ex- 
perience , and apply it. Glaser and Strauss (1967) point out four 
interrelated properties af a groiinded theory reqiiisite for its suc- 
cessful application: ^ 

""jh^Vtirst. . .is that th^ theory must closely fit the sub- 
stantive, area iti which it will be used, ""^econd, it must 
^ be readily undergtandable by laymen concerned with this 

area. Thirf, it must be suf ficientljr general to be appli- 
cable to a multitude of div&rse dally situations within 
the substantiVe area, not to just a specific type of situ- 
ation. Fourth, it must" allow the user partial control ' 
' "over the structure and process of daily situations as 
^ they change through. time (t).237)» ^ 

These criteria for application are rarely met by a deduced theoiry, 
since the data typically are forced >^into preconceived categories, 
and whatever cannot be fitted in is ignored. 



An example of the -understandability of a good groiinded theory comes 
from Glaser and Strauss' (1965) study of te<nainal ca^e. They later 
note (1967) that their ^ ^ ^ 

/ .... categories of "death expectations", "nothing more to do"*-, 
"lingering" , 'and "social loss" designate general properties 

/ , of dying patients that unquestionably are vividly sensi- 
t'lzing or meaningful to hospital personnel (pp. 2i|0-2lfl). 
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TO aneet the generality criterion it is more desirable to- I'accufnulate 
a vast number of divgrse qualitative 'facts' on many different situ- ' 
.ations i^ the area" (Glaser and Stretuss 1967:243) -than to use rigorous 
.methods, to -prpduce precise, quantitatively validated data on which 
to base the theory, since such "facts" change quickly and basic re- 
search methods /ield relatively few general concepts. • .• 

By "control" these two authors have in mind that the person applvinc 
the theory ^ ' . 

» ' V , ■ 

...must "be enabled to understand and aJialy^e ongoing 
situational realities, to produce and predict change iij. 
them, and to predict and control consequences '"bothefor * 
the object of change and for other parts of the total 
' situation that will be affected. As changes occur, hjs • 
theory must allow him to ,be flexible in revising his " 
tactics of -applifeation and in revising the theory if 
necessary. (Glaser and Strauss 1967:2^^5). 

An example of a controlling variable ( Kf.B. the difference between 
this and a variable such as "socioeconomic status") from the study 
of dying (I965) is the "awareness context", or the total situation ^ - 
of who^ knows wh^t about the patient 's oncoming death. This is a 
controllable variable, siniS^^ it can be (and literally is^) managed 
Ijy tht^^, practitioners involved with people's dying. 

From the standpoint at practice we are more interested i© the types, 
range, magnitude, and conditions of occurrence than the frequency; 
Frequency, as it is commonly construed, is useful in estimating ' 
probabilities. However, since "normal" circumstances (the setting 
in which a health educator may work, for example) do not usually 
conform to hbrmal curves, it4s the conceptual rather than the ' ^ 

statistical-^ understanding Vhich is useful i;i giving ^th^' practitioner - 
control over the daily realities of his work and allowing him to 
predict the likely results of his actions. 

One further point to emphasize is that a grounded theory has^ 
"pWtice validity". It is Subject to verification -by those who 
a^e immersed in the empirixial .world,, and it can be modified through 
the experiences gained in applying it. 

' ^ ■ . •* ^ 

Process versus unit analysis 

Processes are the life*^ of health education. Comparative analysis 
is a process oriented research method which iQpets Bltimer's (1969b) 
specifications for a strategy which^ woiold "trace* the lines of 



defining experience through which ways ^of Id^^ling, patterns of relk- 
tiqns, and social forms are developed, rather than to relate thfs^: 
formations to a set ofrselected items-: (pp. .138-139)* . 

► , ■■ . ■ ' 

■* 

Roberts (1968) pointed out two general loci of important work to "be 
done in health education research: intra- and extra- mural processes. 
The latter is widely recognized as a domain of health education; 
that is, reaching out from the .agehcy to people. The former, intrs^.- 
mural processes, are also of high priority, however. ^ - , 

^Health education ■'is also fundamental the processes which 
are caxried on within an organization. . '..planning;- te^pniwork; 
co-ordinatior|i. . .administration; training; supervision ;'' Con- 
sultation; evaluStiori— all these pr5cesses ehter into the 
development and implement at ior|^ of programmes and must ^ 
engage an organization aiid its Staff (p.^). , 

Oxir present research strategies are of limited help in increasing- 4 
our understanding of processes in tiie ^substantive areas with which * ^ 
heplfth education is concerned because they are unit - focused. By this 
we mean the analysis of social units such as those mentioned above 
(men and their roles, institutions, etc.) as well as other conven- 
tional examples — race, sex, socioeconomic status, and age cohorts. 
These anal^fses tend to be bound to finite times, places, and people, 
'and a^ such, "axe quickly outdated. Studies of the beliefs, attitudes, 
and prg.ct?.ce vis a vis family planning and other ^Jlealth concerns 
provide baselines for pre- and post-test evaluations, and they offer 
suggestions for program deveJc^pment . 



However, in contrast, the. grounded theory approach uses social units 
to study the movement; of social life through time. Rather than 
one or two snapshots, we' get a motion picture. Soo4.al processes have 
greafer generalit-v because they transcend specific identities o^f 
particular units :^ the unit only provides the social conditions 
under which the process varie^.T " _ 

Level of -analysis , . ' 

-Choosing the level of analysis for the study of a social problem 
area is highly consequential in terms of the solution(s) chosen to 
ameliorate or eliminate the problem. One view of research recognizes 
three levels: (l) rates (descriptive, verificational , and distri- 
butive) , and (2) modal patterns of behavior, and (*3) personal patterns 
While it is undoubtedly clear iihat comparative analysis is not con- 
cerned with rates J we feel it necessary to stress that the goal is 
explaining mod«al patterns of behavior, not personal patterns. 



Concei^n with the lat'ter is common in the literature of deviancy, •* / 
illness behavior, and mental health. Such Vork accounts for personal 
patteri^s vith personal biographies , i.e., in terms of 'individual 
psychology and personality. ^Another way personal patterns can be 
described is as disposi^tions > Lofland (l97l) summarizes this con- 
cept: . 

Di^position^list accounts call upon pre-existing, special 
' pro.clivities of persons in -accounting for their present 

actions. . .Such disposition or affinity may be phrased in • 
terms of liersonality , other biographical conceptions', • 
cultural training, social class, and so forth. Despite 
variation, in relative ^phasis upon personal or social 
:§^ctors (e.g., personality ag opposed.' to culture), the ^ ' 
invocation of temp6rally and gQogl^phically remote or *dif- * 
fused variables equally amounts'- to a dispositionalist ^ ' . 

^ causaJ. account (pp. 66-67). • " 

* ■ * *, 

Grounded theory emphasizes the social psychological level in which 
situational -patterns account foi: patterns'. These are patterns of 
people, .abstrac,ted from personal identities. • In this 'way, an ans- ' 
wer to the question, "Why do Juveniles steal 'hi f i ' sets?" is ' 
"because they are eas;^ to pawn". (Why a particular boy steals a * 
"W fi" set is not explained. ) In typing behaviors we leave our * 
actor a free agent who can walk^ in and out of the process. The 
person is not typed one-dimensiona21y. He is not*a deviant-- 
rather, he is someone who engages in deviating. This counteracts" 
the tendency o I* agencies' of social control (juvenile courts , schools, 
and health departments, for example) to irush him into vthe role/label 
of "deviant". 

^ ^ \ ' ■ 

To carry forward Loflafid's categories , modal pattern explanati^^ns 
emphasize situations . Such an explanation is illustrated by ^ 
Whyte's (19^8) account of why waitresses cry. He does not di^uss 
these women! s. personality traits. Instead, he focuses upon* the 
organization of their work which often subjects them to upsetting 
cross-pressures. The orders^ from superiors, "orders" from- impatient 
and demanding customers , and even- requests from co-workers sometimes 
build up to a point at which a waitress will breai: down and cry. 

* ^ ■> 

In typing behaviors, in focusing the analysis upon modal 'as opposed * ^ 

to personal patterns, ^e are more faithful to the humanistic view 
of man which characterizes h.ea2th education. ' . ^ 
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These points relate closely with what we have to '^say in the n^xt 
section about the definition . the "problem" by a researcher using 
the grounded theory approach. Both discussions emphasize that 
explanations of behavior patterns fruitfully can be seen' as prob- 
lems with which the individual is coping and not as inherent within 
him. ' . - ' 



Problem definition ^ ' * 

In using the grounded theoiy approach the "problem" is- allowed to 
emerge from the data and is thus defined by the actora in the. situ- 
ation. This is consistent with the philosophy of health education, 
but certain of our ^'established research strategies force pre-structured 
questjLons and interview scJhedules upon people without asking them 
• how they define their situations and problems). We sometimes find 
ourselves Irepresenting established interests^ in trying *to change the 
'wrong- people , as Ryan so cogently pointed put in Blaming the Victim 
, (1972). He described a research and program planning formula with 
which we are all familiar, but his perspective certainly challenges 
us : ' , 

...First, identify a social problem. Second, study those 
affected by the problem and discover in what ways they - are 
different from the rest of us as a consequence of deprivation, 
, and injustice. .ThiaI'd, define the differences as the cause ^ 
. ' of the social problem itself. Finally, of course, assign a 
government btireaucrat to invent a humanitarian action prog- 
ram to correct- the differences Cp* 8)* ' . 



We think that Glaser and Strauss' strategy makes it much less likely 
. that the researcher will "blame the victim" or recommend, solutions 
which aim to change only the patient, the "hard 1:o reach", or others , / 
who pose problems to us as health professionals. Several ilnpressive 
studies, by researchers using this method (See Quint I969, Davis- 1973, 
Reif 1973, and Charmaz 1973) bear out what Reif (forthcoming) has 
^ said: a . ^ 

J . [This] mode of analysis whictl focuses on the core social/ 
psychological problems of those who are chronically 111 
has greater explanatory power — accounts for more of what 
goes on behavi orally —than approaches which view the medical 
problem as central. Actions of the sick person which seem ' 
anom&lous, inexplicable, o,r irrational when described in. 
relation to the medi cal objectives, appear quite under- 
standable and appropriate when analyzed in terms of the ' /. 
social and psychological conseguendfe|p of illness. Non- 
compliance. . .can be re-conceived andvre-^xplained in terms 
* • of the patient's selective uti3,is;atiah of the regime in 
« order to maximize his occupaticj^nal ^nd social functioning. 

. . y • ' ' 
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Thus an approach which concerns itself with the meaningk^ difizidr ^ 
tions, and interpretations which are made "by the sub'jects df^'t^ 
study, depicts their world view and priorities more accurately than 
methods which Jb^gin by preconceiving that, world and its me^ining. 
And it ^ is . that that helps us as practitioners to see a patient *'s or 
community's problem holistically , and'to recognize that ifrom; the ' 
other's view ther^ maybe some condition about, which the 'professional 
can do nothing except offer awareness and acceptance. 



. IV. CQMGI^USIQ]^ 

To summarize .this introduction to the grounded theoiy approach to 
comparative analysis and-' its properties and potent i all ti'^s for ^. 
health education, we would like to stress what we "believe to be its 
overriding strength as, a research strategy-- its unusual compatibility 
with the principles of our '^rofessiojial. ppractice. ' 



Tlxe other point to be empliasized bears direfctly upon tji^ question 



we posed at the beginning of this paper-- "Ajre thei^e strong links 
: among theory research and practice in community hesilth education? 
Substantive grounded theories would flesh out- these linkages ''to a 
much greater degree. Their empirical "grounding" .makes them under- 
standable to those who axe involved in the substantive area, and 
they immediately introduce the reader^ who ig unfaftiiiiar with th^ 
aajea to"* important variables. - Existing social science research and ^ 
theory "make' sense" when thej^are related to thp Mta through a 
grounded theory. ^ ' . . ' ^ ' ' 

<^ .'^^ 

Hopefully ,^ we have produced a provocative "talking paper" for 
further exploration and discussion which will enqourage more , ; 
of our researchers to consider this as k part of their 
methodological training. ' " 



-198- 



V 



NOTES 

1. According to Blumer {l^69b) 

...The statement of the variable relation merely 
asserts a connection between abbreviated .terms of * 
reference. . .the very features which give variable 
aiiSLlysis its high merit — the "qualitative constancy 
of the variables, their clean-cut simplici4:y . . . 
ease of manipulation. ability to be brought into 
- • . decisive relation^-^are the features that lead 

variable analysis to gloss over ^the charaister of 
the real operating factors in group life, and the 
real interaction and*relations between such factors, 
(p. 138). . . X 

\ ' ' ' ^ . 

2. Blumer (1969b) sees^ static variable analysis as useful in "those 
areas of social life that are -not mediated by an interpretative * 
process" and^in ^^reas which ax'e mediated^ by an interpretative 
process as away, of identifying patterns which are stabilized 

(p. 139). . . ' 

^ 3. D'Onofrio (1969) summarizes ^t his conflict in her discussion of 

the inverse, relationship l^etween the 4*irieness of . measurement 
" an.d the levefe^ sophistication of the concept as it is opera- 
tionalized. ' ^ 

k. The ' discussion of comparative analysis in this section is based, 
upon The Discovery of Grouifted Theory: Strategies for Quali- 
tative Research by Glaser and Strauss (196T) ; Mullen's five- , 
q^uarter seminar with Glaser and eight graduate, students in socl- 
^ ology during which the method as a process was dematjatrated 

using the participants* data and ideas; Reynolds' exj^rience 
with the grounded theoiy approach in his doctoral dissertation - 
(1973) ; and numerous conversations of both authors with 
Harold Gustafspn, Diie^ctor, Doctoral Studies Program in Health 
Education, School of Public Health, University of California,- 
Berkeley. ^* * . 

5. ^ The lattei^ two terms come from ^Merton (19^9:10). * 

* 6. Blumer J uxt apposes this. with , , • 

* ...an approach thdt sees social action as a product^ 

. • ' and then seeks 'to identify the determining or causative » 

factors of such action (1969a: 56). 

7» Two studies which resulted from comparative analyses confined 
to the stages of development and types of actors within single ^ 
I * institutions are Reynolds (1973) and Wilson (197^). Neither 

is a description of its setting except as social conditions 
for the basic social processes which they discovered. The 
processes- are generalizable to other .units. 

; • . ■ ■ • 7, ; 
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"Everytime a man has' contributed to the victory of the 
dignity oT the spirit j ' * 

Everytime a man has said'no to the attempt to. subjugate 
his fello^fs, ^ ^ 

I have felt solidarity with his^aet." - t 

Quotation from Frg.nt2 Fanofi 

This paper is addrep-s^^to community health, edttcators and 
their modevof operation in Third World commufiities in this 
country. It is intended to pose a challenge— rto create new and 
different sensitivities, reactions, responsibiliti^ , account-l- 
abilities, awarenesses pud conceptual thought. In essence, it 
is designed to. footer an -examination of health education's 
role in providing service to Third \forld people, wit^h the intent 
of bringing about a change in the health status of these persons. 



The theoretical framework used herein is derived from thr^e 
Qonceptual' constructs: the Blgming the Victim Process, developed- 
by William Ryan^ in his insightful ,book of the same name; ^ 
Numerator/Denominator approaches to problem solving and Consumer/ 
Professional balances, developed by Donald Muhich^ in a paper 
w^ritten for the Juvenile Justice system. 



The motivation for this paper sterns^ from our feeling that 
a sizab]ie" number of community- health educators are afflicted 
with a taxnnel vision "which r^altes • them susceptible to oppressive 
and regressive techniques in dealing with the health needs .of 
Third World p'eople. The subtleties -of this susceptibility are 
'such that we often end up mitigating against the survival ''^f 
the very people we set out tci help. 

Our beloved Dorothy Nyswander put it So well in her I96T 
address to health educators in speaking of the Open Society: 3 
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'he health educator is not trained to "be .an oTjserver 
of society, he i3 trained to be a paii:icipant . Yet, 
for each of us' it will be no easy task to question ' 
the realities of the democracy in which ve live. 
The very effort of extricating bvirsialves f^rorn'our 
cultural shell to' look objectively at the sliell^ may 
be well-nigh impossible for some. It 'will be an 
Operation Bootstrap. For we^ too, are caugKt up in • 
the conformities and the values of the e&tabl5>qhed 
order. If working in the established order has c^xgught 
us a foreign-made car, a color television and a fur"\ 
stole, it must be a good society. If others are less^ > 
fortunate, w]iy don't w^ malte them likens?" 



\Je have, therefore, seized the opportunity of the Ny'swander 
tribute to share with other health educators ou;^ response to 
Dorothy's challenge to a real change in * health for those who are 
of the Third World. 



HEALTH IK THE THIRD WORLD 

As all of us realize, health is a very personal thing to all 
people. The fact that it is person^ adds^o the . difficulty , in 
formulating comprehensive health systems that Educate as well as 
deliver health Care and health maintenance to a* large number of 
people. Further compounding this task are the inequiiLies in 
our society which devaluate the importance of health'^d survival 
of Third World persons in qiir country and thus, health as a human 
right for all in America"^ becomes ludicrous ahd heedth maintenance 
for everyone an impossible dream. i 



J-T's probably Vorthwhile here to define ^pxir vise, of the term 
"Third Wuxld" for the clarity of the remainder of this paper. - 
This definition was adopted at U.C. Berkeley to describe a group 
of people in America who do not conform to the tp?aditional des- 
cription of societal class systems. They're not simply poor, but 
rendered powerless to change their lives by a complex social 
system that regards them as rejects. - SociaJ. scientists debate 
the nomenclatxire of this group of people and alternately refer 
to them as the "hardcor_e poor", the "oppressed", the "disinherited 
the "powerless" , the "r^'er-do-well" , the "deviants". We have 
setitled for the label, "third world", adopted from Fanon's inter- 
national concept of a tMrd world. For in Fanon's third world 
there exists a power resourcfe in people ifot 'only to redefine their 
personal status,"but to unlt^^ and humanize the rest of the World. 



Nonetheless, the basic agreement in all definitions is that 
"the manifest behavior and iinderlyiJlg motivational patterns of - 
these people differ enough from tfie- norms of the larger society 
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to justify special ^consideration. This group is composed of 
people disenfranchised from the mainstream of this country's 
social structure and pover Source for one or more of the 
. folloT/ing reasons: racism, poverty^ institutionalization or 
incarceration. * For our -purppses , these third xrorld persons 
are .poxrer-poor:, not by choice or nature, but by circumstances 
pferpetuat^'d by the system which controls the distribution of 
power. 



Third' Vorld people .have no thrust and little ^jnxst in the 
c fiealtb system. Frequently, there is a feeling of helplessness - 
on the part of the third world person, of being at khe mercy of * 
Strangers or grou^ of strangers, who are ^.t best fM.filling ' • 
a destructive mission against them and who do not really <^are 
about their survival. Conversely, survival'^is uJ)permost in 
, the minds of all individuals 'of the third world, * 

■» 

^h'^r^e are ^stereotypical images of thir^ world ^ople in 
.Merica.'' As broadly characterized, they apply most aptly per- 

" haps td^ethnic poor in large urban ghettos. , However, with 
variations in (details and clrcilnist^ces , fhe' category includes 
num'qrous other groups: Indians pn reservations, hillbillies, 

- black sharenroppers, skidrow derelicts , ^QldeI^ people in isolated 
hotel rooms, prisoners of penal systems and institutionalized 
population^ in general. These third world people present a 
."^nique problem or set of situations for the h.ealth planner and 
health educator. * jphey need the services offered by the health 
delivery system 'urgently , but are . antagonistic toward the system 
e^en vxhile using the services,* as is the system while providing 
' them. 'Hardly a partnership irVjhealth. 

HEALTH EDUCATORS THINK FUMY / . ^ 

' ' ^. ^ '. ' '' oi ' ■ 

Health educators, as v/ell as other health professionals, " 
although occasionally in disagreement among themselves around 
the issues of goals and objectives of programs, generally ^.gree 
. that .the nature of the healtl:i problem o^ the third world to be 
attacked is located v/ithin the behavior or characteristics of ' 
the target population foi; whom the program' service is designed. 
It follows, therefore, that „a chaiige in. the behavior or attitude 
, of the target population. I.e., those identified as havingythe 
. -problem, woiold bring about a solution and render their reS!emption. 
,They, the target population, should thereby be enabled to cope 

in prescribed and acceptable* ways — andSsolve their problem * 

just like^us! • • 

•. . - « / V 

This theoretical fix is' called blaming the victim. A very, 
subtle and seductive five-step process which proceeds in the 
following manner: " , 
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First step the health educator and planners identify the 
problem as perceived from the vantage point of statistical 
incidence and prevalenbe among the institutionali'ised priorities. 
Let's t^e,^ for example ^oul^ of j^edlpck adolescent pregnancies, 

if. 

Second step is to^ examine the grossly identified problem 
and researcfti the incidence among varioijis popylations* and come (' 
^oip with the inevitable third world, poor, adolescent girl as 
the victim. 

* ' . 0 . • 

Third step is to examine cl,osely those characteristics and 
behaviors which are different from ours or the rest of the 
population and declare them as conti^lbutary to the problem, 

'in the fourth step we malce p3^s which will affect these 
attitudes and behaviors in the target popula-^ion, in order, to 
bring them into line Vith those who do not have the problem (us). 
The Icicker here is the focus on the target population for this 
necessary adjustment and/or change of behavior. 

In the fifth step we proceed full speed ahead to blaming 
the victim by setting up and funding programs which Will accom- 
plish this task. ^ , 

' As health educators, we should feel quite f^amiliar with 
this process of problem identification -and solution, because it 
is. standard program planning process. We identify 'the problem, 
we select the target and we get-- the Job done. Incidently, we 
evaluate on the amount of bejiavioral change which has talcen 
place in the target population as a gauge of our success in ) 
solving the problem, rather than whether there has been an increase 
or decrease in the prevalence and incidence of this problem over" 
the long ha^ in the community. /There are many built-in , 
faili3:es in this process, the most glaring of these being the 
failure to include ourselves and our preceptipns as pfeiA of the 
probleni and' our possible change' in attitude and behavior as part 
of the soluMon. Another is obviously the non-inclusion of the 
victim oi;''target^ population in our problem definition process. 
The fa^t is that much of what* we see in the third world is not 
initiative to the health problem, but reactive to" social conditions 
of racism and po;>perty. Finally, the assumption that the problem 
can be eradicated by a change jln the behavior of the victim, &. 
compliance if you will, to the oppressive /factors , of their society, 
rather tl^an a change in the social, system. ^ 
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Again, from Dorothy Kyswander: * 

"The review of iny ifork as" a health educator against 
the criteria of an open sociQ,ty has "been a painful 
V process, I do not like what I see. It 'appears to 

me that most of my efforts w^re expended .ij;i working 
9n the symptoms of a closed society ;7the "basic con- 
ditions giving rise to the symptoms were untouched,"^ 



^ 



THE CHALLENGE TO RE-THBK 



J 



Radical re-think is obviously in order, "but how do^^we health 
educators "b re alt' out of the tunnel? Ryan and Muhich both agree, , 
but use different terms, in order to describe the challenging 
J approach to intervention and problem solving for health educators. 



HeaJLth statistics which are frequently used to point up 
heaJ-th problems are expressed in terms "of incidentje or prevalence 
related to the ph^enomenon investigated in the population at large, 

yPeople with the heaJfbh problem ^re the numerators of the fraction, 
while the population at ISirge represents the denominator, A good 
exaanple of this is the prevaJ-ence of alco];iolism--in this count ryi 
It is said that alcoholics are about h,2% of the population. 
This number is generated from a fraction which had roughly nine 
million people in the numerator (the number of- alcoholics) and 
220 million in the denominator (the approximate population, of " 
the U,S, including alcoholics). Most health programs are designed 
to "attack" the numerator of the fraction in order to reduce the 
incidence and prevalence of a disease (translate: blajning the 
victim). And yet, no one has ever demonstrated the ability to 
reduce the incidence of any problem by attacking^ the numerator 
alone, and ignoring the denominator. We are always talking 
baseline, but do nothing o*f suj)stance to influence it. Our 

' best r<='r'ord in this approach^ with alcoholics is that one person 
becomes sober and another takes the stool at the bar*. 



This is not to' say that numerator approaches are ineffective 
with regards to Change in individuals, but simply to say, that^, 
it is not possible. to effect total change in the health phenopienon 
through numerator approaches. 



It is clear to us that any approach to a real change in health' 
ph^omena in the third world .will necessarily be a mix of numeraitor 
and deifominator approaches, with a majority of the resources to 
be put into the denominator if we are seriously interested in 
change. Because inherent in the denominator approach is the idea 
that health problems are a function of social arrangements within 
the community and since the soci^ arrangements a:^e constant 
and quite imperfect and inequitable, such probleins are both pre- 
dictable axid more important , preventable through education and 
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and system change. A word of warning~den3^inator approaches 
should not he viewed as being Ijmonymous Vjtfi prevention apjSroaches. 
Thi& is too -.narrow a conception of denominator approaches, although * 
many denominator approaches are aimed at prevention. Prevention 
programs are more easily conceived hecadse we need only to identify 
the potential victim. However, denominator approaches make it 
necessary to identify the social system'^ ^part in the problem also, 
tf we do not affect the social arrangement system, it will continue 
to produce a fixed amount of people^ with the same problems. • 

This theoretical frame is particularly pertinent to third 
world people gince the major effect on their health status is 
derived from the social system. Our resources ' for community 
education and system restructure mus^ b,e maximized in these com- ' 
munities concurrent with the development of resources to help the 
individuals affected. - - 

i 

"VJE HAVE SEM THE ^PROBLEM M P IT IS US" 

Beyond the dynamics of the conceptualization oT the denomin- 
-ator approach to problem solving in the third world community is 
the health educator's self view in the problem set. We must begin 
to see ourselves as not only part of the solution, but part of the' 
'problem. It is very difficult for us to accept this premise as a 
helping person. It is very difficult for the bell-shaped normals 
to see themselves as part of the deviant ends, even though we 
evolve off the same- continuum. Our role as problem perceiver is 
seldom integrated., into t-he problem identification process and 
marked for adjustment . , 

This brings the question to'mind that if we, and not the o 
"target population" see the problem, is it perhaps our problem ' 
in the sense that we see it as a ^oblem, and need to change our 
perceptions or attitudes? Certainly a question to be raised for 
all helping people in a third world community, and once 'raised, 
to be; tested out by community assessment of priority in impor- 
tance to their state of wellbeing. To the credit of some health 
educators has been the alignment with consumers^ and community 
people in order to identify and impact' on health problems in third 
world communities. This partnership is most important not only ^ 
for the health educator's potential program success, but im- 
portant to the issues of ppwer in third world, communities. * 

Third world people need and want involvement in the planning 
proces^. for health problems. They not only want to plan ''for them- 
selves, they also want a part of the operation and administration * 
of the service program. Consumer-community participation* in the 
program planning process, while loudly tinted, is very seldom ' 
looked' at in terms of a partnership.^ The a>ea of debate has not 
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•"been centered so much on whether the residents should have input, 
but more specifically on how much input, i.e., power, should be 
allowed the consumer. 



Muhich^has suggested a community-^specialist p^artnership ratio 
in order to ''guide the decision -malting process and planning and 
maximize those talents which exist in ^ each of the partners ^ ^ 
order to effect successful health education planning. • He identifies 
several steps in the planning pl^ocess and the ratio of input. 5 

• ^ • \ • 

Step 1: Probl'em recognition and ^definition : ^community 
' input 80^,. expert input 20% 

Step 2: Problem resource and assessment: community 
input 60^, expert input bO% 

Step 3: Goal setting: community input 5Q^, expert 

. "input 30% ' * 

^* Program sign: community input hO%^ 
expert input 60% 

. Step 5: Implementation strategy: community ^ 
input 20^, expert input 



Step 6: Evaluation and feedback: "community 
input 90%y expert input 10% 

Step 7: Future recognition and assessment :o community 

input 5Q^, expert input 30% » 

These seven steps -represent a reversal or at least a drastic 
change in the traditional community inpui /expert ratio. 

0 '" ' - 

Occasionally we find prototypes of community organizational 
efforts that really incorporate these principles. One such' 
example of a non-traditional approach in terms of partnership 
can be found in RAP, INC.— located in Washington, D.C. Originally 
established as a living- in arrangement for former drug .addicts , 
it contributes its success to a partnership with the community. 
The community suppo'rt ^^ges from financial aid to volunteers 
who do physical labor to refurbish' and maintain the premises to 
donations of food and clothing. Most important, however, is the . 
moral support. RAP ia no way has a symbiotic relationship with 
the ^community like some halfway house that first may be resisted - 
and then merely tolerated. The relationship between RAP and the 
facility and its neighbors can be likened to an extended family. 
It is important to mention that methador^^ is not prescribed, for 
it is their philosophy that doing so ±§ trading one addiction 
for another and does not solve the problem — oniy adjusts the 
individual to the social system's requirements. The net result 
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would "be an "individual still incapable of - self direction as well ^. 
as the; kind of , decision-making that contributes to self liberation 
and eventually to the liberation of the mind and spirit to which 
Fanon spoke. Instead of the use of methadone , what has been 
instilled and fostered a sense of belonging to a caring com- ' 
munity, a true partnership in health. , - 



A CHMGE HJ HEALTH FOR THE THIRD WORLD 

The discussion in the first part of this psiper addresses the 
need to change our problem-solving process in relationship to the 
•health of the third world people in order to take part in ^ 
significant .^hange in their health status. For as- long as we 
blame the victim and substitute numerator interventions for denomin- 
ator-based problems, we will be unable to deliver better health 
care to the third world. 



We have also stressed the role qf the health educator as ,a 
.partnership with the community moving away from^ the elitist model 
of planning to a partnership model which is based on shared input 
power to achieve longstanding education in the community. And 
^ last but not least , community health education in order to create 

a chaiige must come to one important conclusion: that conclusion 
is that the problems cannot be isolated from the tc^al. socio- 
political atmisphere of oppression forced on third world communities 
Professionals in health must make every effort to change this" 
atmosphere for the benefit of all. Therefore, health educators, 
be challenged to re-think , . re-plan , re-learn and broaden prpgrarn 
approaches to include " impact on basic system- change. 



One last quote from Dorothy for all o:P^us: 

"There will be risk, pain and perhaps punishment, 
but through pain, and risk-taking the health educator 
will learn who he/she is as a' person and as a 
professional. "6 

We would only add, and s^ will the community. 



ERIC 



s 

9^- ' -209- 




REFERENCES 



Ryan, William '^Blaming the Victim"^ Nev York : '^i'antheon 
Books , 1971'. ' ^ ' , 

" ■ * • . 

Muhich, Donald * "Changing Youth Values and Roles", Depart 
ment of the California Youth Authority, 1973.. 

Nyswander, Dorothy "The Open' Society ; Its Implications 
for Health .Educators"., Health Education Monographs , 
No. ^22, 1967. ^. . ' 

Nyswander, op. cit. \ ' ' 

Nyswander^, op. cit. ^; - . 



Nyswandei^ op. cit. ^ 



'i ^ 



-210- 



